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Abstract 
This thesis began with a research project on suicide that was abandoned after many hurdles 
were encountered in terms of reaching participants and after various applications to ethics 
committees. The ultimate research question was then recast as 'Do Human Research Ethics 
Committees influence the conduct of suicide research in Australia?' The conceptual 
framework for setting up the research was derived from literature on Critical Theory, 
Feminism and Weberian concepts of power and rationality. 
Subsidiary questions were then derived from this literature and the starting exemplar case of 
my own research attempts. These considered whether suicide research was problematic for 
ethics committees, the nature of the experiences of ethics committee members in making 
decisions regarding suicide research and whether the influences of disciplinary background, 
patriarchal medical dominance and pro-positivism were evident. In addition, questions were 
raised about whether and how other researchers who sought approval to conduct research 
into suicide-related issues were appraised. 
Fifty-five Victorian Ethics Committees (comprising a pool of over 700 members) were 
contacted and a total of 28 current and past members agreed to an interview. Twenty-three 
cases of suicide research were located and reported on by 20 researchers in telephone or 
face-to-face interviews. Of these, six researchers then participated in detailed interviews. 
The committee members found in the actions of ethics committees evidence of uncertainty 
and irrationality, of attempts by individual members and of committees to rationalise 
procedures, and recognition of the operation of power, paradigms, commercialism and 
vested interests. It was also evident that committees attempted to rein in the researcher. It 
was found that neither patriarchal structures nor medical dominance were central in the 
experiences of the suicide-related researchers who reported cases or participated in the in-
depth interviews with ethics committees. 
Of most significance to the researchers in relation to the ethics committees were persistent 
myths about suicide, concerns about lack of autonomy and respect for researchers and the 
adversarial nature of the interaction which promoted a variety of resistance strategies. That 
is, the awareness of a reluctance on the part of ethics committees to approve suicide-related 
research has fuelled a reticence amongst researchers and encourages them to either abandon 
their goals or else veil the purposes of research. Investigation into the relationships between 
committee members and researchers is essential to the development of processes which can 
promote responsible, reflective and respectful research. 
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CHAPTER ONE 
The Study 
Introduction 
This study has come about because of the author's own experience of decision-making by 
ethics committees, in determining the outcome of ethics proposals to do suicide-related 
research. It focuses on researchers who are undertaking suicide-related research in Australia, 
their experiences with Human Research Ethics Committees (HRECs) and how committees 
may have influenced their research endeavours or impacted on their experiences as 
researchers carrying out research into suicide-related research. It also focuses on ethics 
committee members and their more general experiences of ethics committee membership. 
This thesis has been a long and harrowing journey for the author, as it is not the topic 
envisaged originally for this study, and there have been two false starts before completion of 
this thesis. The context of the study is provided in Chapter Seven, presented in my own story 
as the Exemplar Case of how I arrived at the point of embarking upon this particular 
research and thesis. This introductory chapter outlines the research question, the conceptual 
framework and subsidiary questions as well as explaining the outline ofthe thesis. 
Suicide and attempted suicide are serious problems in Australia. This has been highlighted in 
Australia and other developed countries by the rise in numbers of youth suicides during the 
1990s and continued in the early years of the 21 st century (Australian Bureau of Statistics 
[ABS], 2005). As a consequence, suicide-related research is extremely important if the 
complex nature of suicide and attempted suicide is to be understood. However, this 
complexity along with the tragic and emotive nature of suicide caU$es suicide research to be 
very sensitive research and is duly problematic for researchers and those approving research 
applications to study this issue (Cowles, 1988; Lakeman, 2007). 
The literature discussing ethics committees refers to committees in differing ways according 
to country or convention, for example, Research Ethics Board (REB) in Canada (see for 
example, Haggerty, 2004). In this thesis the terms used'for ethics committees in some 
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publications are Institutional Ethics Committee (IEC), a term used to by the National Health 
and Medical Research Council (NHMRC) to describe Research Ethics Committees in 
Australia prior to July, 1998 (Blaskett, 1998a) and Local Research Ethics Committee 
(LREC). These terms will be used as appropriate to those terms used in the related literature. 
For other sections, Human Research Ethics Committee (HREC) or ethics committee or 
committee will be used. As suicide research is human research, this is the appropriate 
committee to review research of this type rather than the more encompassing IEC which 
may encompass animal ethics committees. The researchers who participated in this study 
referred to HRECs usually and applied for approval by an HREC appropriately constituted 
under the terms set out by the NHMRC in Australia. Members of committees who 
participated in this research were each members or recent past members of an HREC at the 
time the interviews took place. 
There are a variety of problems described in the literature in relationship to HRECs. (See, for 
example Ahmed & Nicholson, 1996; Ah-See, MacKenzie, Thacker, & Moran, 1998; Beran, 
1998; Dolan, 1999; Gauld, 1999; Gillam, Guillemin, & Rosenthal, 2006; Haggerty, 2004). 
These range from administrative inconsistencies between committees to inconsistencies in 
their actual ethical decision-making processes. HRECs are also reported as being influenced 
by members who may not only have an interest in the research endeavours that the HREC 
scrutinises, but who may also be from a disciplinary area whose research traditions are at 
odds with those presented by research applicants. The consensus of the literature surveyed 
identifies medicine as having a research tradition which lies within positivism. As the 
medical profession is represented on HRECs, these issues bring forward the question of how 
much control is exercised by medicine over suicide research in Australia and how much 
control, if any, there may be during the actual application process. 
Aim of the Study 
A further concern regards the development of the ethical guidelines that govern ethics 
applications. These processes may be reactive rather than proactive, usually in response to 
some controversy, the consequence being HRECs which can be conservative in their 
decision-making. When the issues regarding the nature of and processes of ethics 
committees are coupled with the sensitive and emotive nature of suicide and attempted 
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suicide, the outcome may be to the detriment of suicide research. It is put forward that a 
greater understanding of the complexities of suicide and attempted suicide will be achieved 
through suicide research undertaken from multiple research methodological perspectives but 
the operation of ethics committees would seem to hamper this. Thus, the aim of this research 
is to describe and explain the influences of ethical approval processes on suicide research in 
Australia. It began with the following research question: What are the determinants and 
effects of conducting suicide-related research in Australia? It was ultimately recast as: 
Research Question 
Do HRECs influence the conduct of suicide research in Australia? 
The conceptual framework underpinning the research questions began with the following 
assumptions derived firstly from my experience, then from literature and theoretical 
deduction. 
Conceptual Framework 
1. An HREC develops its own dynamic or model as to how it surveys suicide research 
applications, therefore the outcomes of deliberations of HRECs may differ even when 
deliberating over the same research proposal. (Theoretical deduction). 
2. This dynamic or model is identifiable. (Theoretical deduction). 
3. There are formal guidelines (National Health and Medical Research Council [NHMRC], 
1999), for decision-making but there are no formal processes for how the guidelines are 
to be applied. Thus there are informal processes for decision-making used by HRECs 
which are not articulated or evident but are implicit. Therefore decision-making 
regarding suicide research may be ad hoc, arbitrary, or open to influence by members 
with competing interests. (Theoretical deduction). 
4. The discipline of Medicine, stemming from a positivist tradition is a dominant force in 
health research and funding in Australia. (Colquhoun, 1996; Daly, 1998; Dolan, 1999; 
Willis, 1983; Mason, 1997). 
5. Funding for health research may be determined by a research approach determined by 
the discipline of medicine, thus research undertaken from a positivist framework is more 
likely to be granted funding. (Colquhoun, 1996; Daly, 1998; Dolan, 1999; Mason, 1997). 
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6. The influence of medicine extends into all spheres of research including the approval of 
research by HRECs. (Colquhoun, 1996; Daly, 1998; Dolan, 1999; Mason, 1997). 
7. HRECs may be dominated by particular interests such as medicine and patriarchy, which 
exert power in decision-making regarding the suicide research application and applicant. 
(Colquhoun, 1996; Daly, 1998; Dolan, 1999; Mason, 1997). 
8. Where an 'outside expert' is consulted by an HREC, decisions made by them are subject 
to the 'expert's' own disciplinary biases and beliefs. (Theoretical deduction). 
9. Some representatives on HRECs exert or have little influence in decision-making. 
(McNeill, Berglund, & Webster, 1996). 
10. Suicide research involving participants who have attempted suicide or the social 
networks of those who have suicided is sensitive research because of the perceived risk 
either of exacerbating family grief or of further suicide attempts of participants. This has 
implications for the researcher and the HREC giving approval for the research. Given 
this, HRECs tend to be conservative because of a concern with controversy (Chalmers, 
1994; Chalmers & Pettit, 1998) or liability. 
11. Suicide research is sensitive research as research on attitudes of those who care for 
suicide attempters has elicited negative attitudes towards suicide attempters in doctors 
and nurses alike working in general hospitals. (Bailey, 1994; Dunleavy, 1992; Lester & 
Walker, 2006). 
12. HRECs 'shape' and control suicide research through their composition and decision-
making processes, leading to the limitation on what types of suicide research is possible 
and who carries out that research. (Theoretical deduction). 
Given the theoretical assumptions and the main research questions, a number of more 
focussed subsidiary questions were elicited. 
Subsidiary Questions 
1. Is suicide research problematic for HRECs? 
2. Which issues regarding suicide research are the most problematic? 
3. What are the experiences of applicants from various disciplines who apply to HRECs to 
do suicide research? 
4. Is there evidence of patriarch al/medi cal dominance on HRECs? 
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Outline of the Thesis 
In Chapter Two literature is reviewed to establish scholarly and policy prioritisation of 
suicide research, the persistence of myths surrounding suicide, the emergence of 
suicidology, the strength of both positivism and medical paradigms, challenges to this and an 
outline and critique of the operation of HRECs. 
Chapter Three introduces the theoretical framework of the thesis. Critical theory, feminism 
and a Weberian approach are outlined. Key concepts discussed are power, authority and 
dominance as the bases oflegitimacy. 
Chapter Four sets out the methodology, the research design and the details of the sources of 
data. It explains how the original intention to research suicide was stymied and the research 
changed direction to focus on ethics committees. A rationale is provided for broad 
questionnaire and interview research followed by Case Study design, and the use of an 
Exemplar Case. 
Chapter Five begins the story ofthe frustrated research attempts, explaining the processes 
involved in recruiting participants and obtaining ethics approval and setting out the- initial 
(disappointing) results from the survey of researchers and ethics committees. 
Chapter Six explains the rationale for a change of direction involving in-depth interviews 
with six researchers and an analysis of the Exemplar Case Study. 
Chapter Seven analyses the findings from all sources, making use of the original interviews 
and questionnaires as well as the in-depth case study interviews. The first Section focuses on 
themes arising from the responses of committee members, and the second Section focuses on 
themes arising from the responses from the researchers. 
Chapter Eight is comprised of a discussion of the results in relation to the literature and the 
theoretical framework, limitations to the study and recommendations. The thesis is 
concluded, arguing that in the operation of HRECs there is evidence of uncertainly and 
irrationality; persistence of myths about suicide; concerns about lack of autonomy and 
respect for researchers; and adversarial interaction which promotes a variety of resistance 
strategies amongst researchers. 
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CHAPTER TWO 
Literature Review 
Introduction 
The aim of this literature review is to examine the literature that gives context to this study 
on the influences of ethics committees on suicide-related research. It will commence with 
what is seen as the current need for suicide-related research and examines suicide-related 
research priorities. It also identifies the continued debate over terminology. It will explore 
the relationships between powerful interests in health research such as medicine, the 
NHMRC, ethics committees, in particular those which deal with research focussing on 
humans and health, constituted as HRECs who use the National Statement of Ethical 
Conduct in Research Involving Humans (National Statement) (NHMRC, 1999; NHMRC, 
2007) to guide decision-making. Key aspects of this National Statement are also presented in 
the review. 
This review of the literature for this thesis will also examine positivism as the model for 
scientific medicine and as the justificatio~ for how medicine carved out its practice domain 
as a profession. This has enabled it to continue as a dominant force in society and legitimises 
its position because it could also claim a scientific basis for practice (Freidson, 1970). 
Having both professional status and the legitimacy of a scientific basis for practise enables 
medicine's domination of health care (Willis, 1983) to the extent where it can impose its 
practice base on other health professions and limit the practice of related occupations. This 
limitation extends into all areas of health care including the generation of knowledge through 
research. This review will then examine medicine's position and influence on suicide 
research. Taking its lead from Willis (1983), the term medicine will refer to the occupation 
of the medical profession, rather than to a body of knowledge called scientific medicine or 
the institution of medicine. 
The influence of positivism has been critiqued and alternative epistemologies such as the 
hermeneutical, critical and feminist have been articulated which claim equality of 
legitimacy. Despite challenges from disciplines that use alternative methodologies, the 
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dominance of knowledge based on positivism maintains the ascendancy of medicine and 
knowledge generated from research which has at its core positivist, masculinist knowledge. 
Thus, a range of equally legitimate research paradigms and the perspectives of other 
disciplines are effectively silenced. This leads to a limited understanding of many areas of 
research including suicide-related research. 
Suicidology 
The term "suicidology" was coined by Edwin Schneidman during a period of extreme 
fruitfulness in the study of suicide in the United States spanning the 1950s into the 1960s , 
when increased funding and leadership from Schneidman as well as others associated with 
the establishment of the Los Angeles Suicide Prevention Center [sic] galvanised sections of 
the community to try to understand and prevent suicide through the study of suicide and 
phenomena related to it (Maltsberger & Goldblatt, 2001, p. 147). Maris, Berman, and 
Silverman (2000) identify that there has been some debate that suicidology does not include 
suicide prevention but in a context where death through suicide is a relatively rare event and 
is the ''tip of the proverbial self-destructive iceberg" (p. 62), "[s]uicidology includes not only 
completed suicide and nonfatal attempted suicide but also partial self-destruction, suicidal 
gestures and ideation, parasuicide (Kreitman, 1977), deliberate self-harm, self-mutilation, 
and a panorama of related self-destructive behaviours and attitudes (Maris, 1992d)." (Maris 
et aI., 2000, p. 4). Therefore, it is, "loosely, the science of self-destructive behaviours." 
(Maris et aI., 2000, p. 62). Suicidology is not a term used often in this research, as it was not 
the focus of this thesis. But it was the quest for knowledge in order to contribute to 
suicidology that the researchers, who provided their cases of suicide-related research and the 
in-depth interviews about conducting their research, were pursuing. 
Current Perceived Need for Suicide-Related Research 
Suicide and attempted suicide are substantive health, economic and social issues. A suicide 
has a potent effect on relatives and friends (the survivors) and the community. When a 
person attempts suicide the costs to the community are economic and social, with a ripple 
.effect that can touch everyone involved. During the course of the 1990s, the topic of suicide 
had become increasingly significant as the suicide demographic had shifted to demonstrate 
an exceptionally high rate of suicide of young men in rural areas. Just as social isolation 
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which is linked to suicide is more prevalent among the young (Hawthorne, 2008), suicide is 
particularly problematic in areas with populations of up to 20,000 in rural Victoria. The 
worst affected areas are remote areas with populations of less than 4,000 (Suicide Prevention 
Task Force, 1997). Although the actual number of suicides for young men is higher in 
metropolitan locations (Commonwealth Department of Health, 1999), as the Task Force 
(1997, p. 19) points out, "[s]mall, isolated country towns are vulnerable to high suicide 
rates ... The data indicate rural Victoria is overrepresented in youth suicide statistics, and has 
rates for total suicide that are generally higher than metropolitan areas." A suicide or suicide 
attempt of a member of a small country town is likely to have an impact on the whole 
community. In a country town, the person may be known by the majority of the population. 
Those who work in areas which may have some contact with the person, such as the local 
hospital or mental health or community health services, are more likely to know the person 
as a friend of the family or even as a relative. 
Suicidal behaviour is complex. There are problems related to the classification of behaviours 
due to a lack of agreed definitions (Knock & Kessler, 2006) and therefore problems with the 
quantification of suicides and suicide attempts and, thus, issues with knowledge of the real 
extent of the problem. There are problems related to the ability to predict, prevent or treat the 
interrelated phenomena of acts termed suicide, attempted suicide or parasuicide (Cantor, 
1994; Cantor, Neulinger, Roth, & Spinks, 1999; Gunnel & Frankel, 1994; 1985; Kreitman, 
Philip, Greer, & Bagley, 1969; Kreitman, 1977, Lester, 1990; McLaughlin, 1993). All these 
issues continue to confound those who work with people who respond to life problems in 
such ways. This confusion may have been reflected in negative attitudes in the population at 
large towards those who attempt suicide (Goldney, 1981; Swain & Domino, 1985; White & 
Stillion, 1988). 
Health workers are not immune to the negative attitudes towards suicide attempters. In 
previous research (Mac gill, 1994) the experience of suicide attempters was discussed as a 
study into emergency department nurses' attitudes towards suicide attempters. What was 
found in reviewing the literature for that research was that the experience was 
overwhelmingly negative. Dunleavy (1992) and Pallikkathayil and Barron McBride (1986) 
identified that the experiences of suicide attempters at the time of their admission to a 
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general hospital included feelings of isolation and being ignored, and the goal of care 
acknowledgment by the suicide attempter of some wrongdoing (An open letter ... , 1992). 
Moreover, this confusion may be manifested in nurses' deprecatory (Costigan, Humphrey & 
Murphy, 1987) and even hostile attitudes (Lester, 1989). Suicide attempters were an 
unpopular group to care for and there were widespread negative attitudes of medical and 
nursing staff towards, especially, those who repeatedly take over-doses of medication 
(Bailey, 1994; Suokas & Lonnqvist, 1989), seen as attention-seekers and time wasters (van 
den Bent-Kelly, 1992). Stigmatisation ofattempters is not an issue of the past. The 
stigmatisation of suicide may be indicated by failure to include those who have attempted 
suicide into organised support groups and is still "[s]trong and persistent" (Lester & Walker, 
2006, p. 147). 
The more recent, pressing need for suicide research has been identified since the increase in 
youth suicide. Even the term used to describe 'youth' suicide may need clarification. Cantor 
et al. (1999) identify that the term 'youth' when used as parameters for investigation of 
youth suicide, may include young people up to 29 years of age, but more usually is inclusive 
of 15 to 24 year olds, and at times further separated into the age groups of 15 to 19 and 20 to 
24. In the youth group, deaths attributed to suicide rose by 50% between 1979 to 1993, 
approaching the numbers of deaths by motor vehicle accidents (Special Health Services 
Section, Primary Health Care Group, 1995), a comment commonly made during 
presentations of suicide-related information or research and used to contrast the significance 
of the problem. These figures are only an approximation: the rates of suicide may actually be 
greater than reflected by the statistics. Under-reporting remains a problem in determination 
of accurate statistics due to difficulty in attributing suicidal intent to deaths from opiate 
overdose, motor vehicle and pedestrian deaths and those deaths which may be also seen as 
accidental or be 'undetermined' as an outcome of a coronial inquiry (Cantor et al., 1999). 
For every death from suicide, there are numerous attempts. The significance of suicide 
attempts has varied as has the related terminology (see Kreitman & Philip, 1969; and 
Stengel, 1971 for example) with "non-fatal deliberate self-harm" deemed the most accurate 
although "attempted suicide" remains the most popular and succinct term (Cantor et al., 
1999). The numbers of suicide attempts each year have been estimated from between 6 to 10 
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attempts per death from suicide (Stengel, 1971) to 30 attempts per death (Lindars, 1990). 
Burvill (1989) stated the Australian figure of one death for every 10 attempts reflects only 
hospital referrals, and according to Cantor et al. (1999) most suicide attempts do not come to 
the notice of a medical practitioner nor result in a hospital admission. Statistics on suicides 
and attempted suicide in New South Wales from 1992 reviewed by Sayer, Stewart, and 
Chipps (1996) identified that an estimated 50-80 per cent of those who survived a suicide 
attempt did so without receiving any care. 
The significance of a previous suicide attempt seems to be inconclusive for identifying who 
may be at risk of a further suicide attempt. In a literature review undertaken by Beautrais 
(1999) in order to develop an evidence based data set, it was concluded that there is a small 
group of young people at high risk for suicide based on their previous serious attempt and 
persistent ideas relating to suicide. In contrast, a publication by the Scout Association of 
Australia (1996, p. 11) which acknowledges the contribution of several psychiatrists, 
including Dr Paul Lee of the Department of Child Psychiatry, Monash University, states 
"[t]he most powerful predictor of completed youth suicide is a past history of attempted 
suicide. As the number of attempts increases, the risk of dying from an attempt increases." 
There is no qualification as to the seriousness of the attempt. The relationship between death 
through suicide after a previous suicide attempt is supported in the Task Force Report (1997) 
which reported that deliberate self-harm was one of the most common warning signs for the 
suicide attempt which followed, and a previous history of suicide attempts strongly predicts 
a suicidal death in the future. 
More recent statistics still indicate an ongoing need for suicide-related research. The 
Australian Bureau of Statistics (ABS) (2007) report on deaths registered as suicides from 
1995 to 2005, provides details and analysis about recent suicide statistics up until and 
including 2005. Although suicide statistics are to be cautiously interpreted (ABS, 2007; 
Australian Network, 2007a), they indicate that the rates of suicides have declined for both 
men and women since the peak period of 1997 (Australian Network, 2007a) although suicide 
is still seen as "relatively uncommon" (ABS, 2007, p. 3). According to the ABS (2007) the 
number of deaths registered as suicide for 2005 standardised for age was 30% lower than for 
1997, but overall, recent rates for men are still four times those of women. The lowest rate of 
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suicide is in young people between the ages of 15-19, and in 2006,64 deaths were 
registered for males, and 27 for females (ABS, 2008), compared to 1997, when 121 male 
deaths were reported and 33 female deaths were attributed to suicide (ABS, 2007, p. 8). The 
highest rate for suicide is for males in the 30-34 age groups, and for females between 35-
39 years (ABS, 2007, p. 5). 
As with suicide statistics, the recent statistics for attempted suicide or self-harm also need to 
be cautiously interpreted (Australian Network, 2007b). Berry and Harrison (2007, p. viii) 
reported there were 24, 087 hospital admissions for deliberate self-harm in Australia for the 
period of2003-4. This number excludes those who were treated in emergency departments 
and subsequently discharged, those seen at doctors' surgeries, or who did not present for 
treatment, and is further complicated by different admission practices between hospitals and 
states, and interpretation of the deliberateness of the act (Australian Network, 2007b). The 
number of cases of deliberate self-harm reported is not significantly higher than in the 
previous two years (Australian Network, 2007b) but women still represent more than half of 
all hospital admissions for deliberate self-harm, with the highest rate for women between the 
ages of 15-19 years, more than three times the rate of males in the same age bracket (Berry 
and Harrison (2007, p.x). 
Research Priorities 
Since the increase in the number of younger people suiciding identified in the 1990s, the 
interest, need and funding for research into suicide with this group has expanded. Whilst it 
has been acknowledged that suicide is a serious problem among older Australians, the crisis 
in youth suicide has resulted in the allocation of funding towards suicide prevention, 
especially youth suicide. The total amount of funding provided by the Commonwealth 
Government is difficult to determine. The Suicide Prevention Task Force (1997) reported 
that in total, $32 million was committed for the development of a National Youth Suicide 
Strategy and identification, development and establishment of models demonstrating best 
practice for suicide prevention. It was stated by the Task Force that many funded programs 
instigated to prevent suicide did not include evaluation of the effectiveness of the program, 
the implication being that a mandatory requirement for funding should include evaluation of 
the program. 
11 
The Mental Health Branch, Commonwealth Department of Human Services and Health 
(1995) reported the 1995-96 Federal Budget allocation of$13 million over four years 
towards youth suicide prevention. One million dollars was allocated by the Mental Health 
Branch to the NHMRC to research youth suicide (Commonwealth Department of Health, 
1999). This funding received by the NHMRC was directed into surveying the literature 
related to youth suicide research in order to summarise it and identify areas for further 
research and funding (Commonwealth Department of Health, 1999). It was anticipated that 
through the identification of gaps in the literature then prioritisation of areas for research and 
funding, youth suicide could be prevented. In this publication, literature was classified into 
three areas. These were epidemiological studies of suicide and attempted suicide among 
young Australians; risk factors for suicide and attempted suicide among young people, and 
preventive interventions with a risk factor approach (Commonwealth Department of Health, 
1999). Some articles were classified in more than one area. The literature classified was 
further subdivided for this research study as originating in Australia or not, in order to gain 
some understanding of what type of suicide-related research was being undertaken in 
Australia or not, to identify possible problematic areas of suicide-related research. Table 2.1 
(p. 13) sets out total number of articles identified in each section as graphically represented 
in Figure 2.1. These have been classified as not Australian research, or as Australian 
research or possibly Australian research. The review of the literature by the Commonwealth 
Department of Health (1999) carried out to help formulate research priorities identified that 
up until the time of the review, the greatest percentage of articles identified as Australian 
were epidemiological, with far fewer numbers of articles from Australian sources on risk 
factor and preventive intervention. 
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Table 2.1: Articles of suicide-related research! Australian research identified from 
Commonwealth Department of Health (1999). 
Classification Total Articles Australian Percentage 
Possibly 
Australian 
Epidemiological 
Risk Factor 
Preventive Interventions 
216 
444 
244 
123 
65 
14 
56.9 
14.6 
5.7 
Figure 2.1: Articles of suicide-related research! Australian research identified from 
Commonwealth Department of Health (1999). 
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On a state level, to further knowledge about all suicides but primarily as a response to the 
increased rates of youth suicide, the Victorian Suicide Prevention Task Force was appointed 
in January, 1997 (Suicide Prevention Task Force, 1997). One of the conclusions drawn was 
that a conceptual framework for suicide prevention in Victoria should reflect the 
multidimensional extent of the problem of suicide. It therefore required a comprehensive 
strategy that relied on a framework encompassing a range of activities organised in a 
connected and interrelated way. 
From a model derived from Baume, the framework was designed to encompass strategies 
which included a broad, population focus through a primary prevention strategy, then a 
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subsequent narrowing of focus in a more specific and targeted manner as it moved to early 
intervention, intervention and then postvention (Suicide Prevention Task Force, 1997). 
The model of prevention, intervention and postvention as a comprehensive approach to 
suicide prevention is not new, identified by Leenaars et aI., (2001) as being developed by 
Shneidman as early as 1973. Postvention is working with the survivors of a suicide, the 
"victims" of the suicide who are left feeling "anguish, guilt, anger, sham, and perplexity." 
(Shneidman, 2001, p. 153). The term "postvention" coined by Shneidman relates to actions 
taken after an event which involve those who survive a person who has died from suicide or 
are close to .someone who has attempted suicide (1973, cited by Leenaars et aI., 2001). 
Although postvention is used as a strategy for dealing with a traumatic event through 
interventions and services which have been planned and are targeted towards those affected 
by the recent suicide (Graham, Reser, Scuderi, Zubrack, Smith, & Turley, 2000), 
postvention can also be used to refer to support to 'victims' of natural and accidental causes 
of death (Meilman & Hall, 2006). 
Early intervention focuses on individuals who manifest attributes associated with suicide, 
such as lack of, or disorganised coping skills, and symptoms of depression or stress, 
excluding anyone who attempts suicide or carries out deliberate self-harm or other 
behaviours which threaten life. Once a person engages in suicidal behaviour or deliberate 
self-harin, they are included in the intervention group. The Victorian Report does not define 
the terms related to attempted suicide but acknowledges the lack of commonly used 
definitions and has made a recommendation that there should be national agreement on 
terminology and collection of statistics. Used in the Report (Suicide Prevention Task Force, 
1997), the term deliberate self-harm does not automatically refer to suicidal behaviour or 
intent; however, the individuals who engage in this behaviour are included in the 
intervention group, no matter their motivation. Postvention recognises the vulnerability of 
the family, friends and peers of the person who has suicided, and includes supporting any 
witnesses of the event and provides a crisis response when a suicide occurs in any setting 
such as a school or a prison. 
It is therefore acknowledged that suicide and attempted suicide are complex phenomena. The 
issue of causality in suicide research has been recognised as problematic and conclusions 
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drawn by the Mental Health and Special Programs Branch (2000) state that, at best, there 
needs to be a greater weight of evidence than now exists regarding why a suicide occurs, and 
further, a recognition oftheneed for an understanding of and responses to preventing suicide 
from alternative methodological perspectives, such as action research. In determining its 
conceptual framework to address the issue of suicide, the Victorian Task Force (Suicide 
Prevention Task Force, 1997) recognised it was required to take into account a range of 
information and serve a variety of purposes. 
It also seemed that the Task Force acknowledged a narrowness of previous responses to 
suicide. It drew conclusions that there were deficiencies in information pertaining to suicide 
research, evaluation and data collection, and that there needed to be greater collaboration 
between and responses from all elements of the community rather than from only one 
service. The Report encouraged an examination of suicide from alternative viewpoints. 
"Suicide is not a disease. Medical models for responding to suicide are therefore limited, as 
are existing sociological models addressing human behaviours that fail to acknowledge 
mental illness is a significant risk factor for suicide." (Suicide Prevention Task Force, 1997, 
p. 3). This was a view supported by Hassan (2001). The Task Force (1997) also stated that 
the conceptual framework of the report 
may challenge some professionals to reconsider their place in the system, their 
relationship to other professionals, and those they serve ... We have adopted a 
conceptual framework we hope will promote a more holistic approach to meeting the 
needs of Victorians. 
(Suicide Prevention Task Force, 1997, p.6) 
The discussion above of the review of the literature carried out by the Commonwealth 
Department of Health (1999) and provided as Table 2.1 (p. 13) supports the contention that 
suicide-related research in Australia was limited as it was generally quantitative, and had 
focussed mainly on epidemiological studies and analysis of risk factors, typical of a medical 
model approach. When commenting on research, evaluation and data collection, it was stated 
by the Task Force that little follow-up of those who had attempted suicide from an action-
based research perspective had occurred and that the purpose of such research could have 
helped to identify which measures may have affected the difference. Therefore, to develop 
knowledge about the interrelated phenomena of suicide and attempted suicide from a single 
lens that assumes cause and effect or a reductionist approach is inadequate. This is in 
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agreement with Eckersley's (2005) general epidemiological approach to draw on different 
disciplinary "conceptual framework approaches" (p. 263) and Barnes' (2000) call for a 
combination of psychological and sociological frameworks in the research of murder 
suicide. The Task Force argued that to encompass the full range of experiences related to 
suicide and attempted suicide, there needed to be research carried out from multiple 
perspectives which examined the full range of human experiences, or in the case of action 
research to actually generate change. 
Revising Scholarship: Debate about Attempted Suicide and Actual Suicide 
Knowledge about suicide is dynamic: what was once a truth about suicide has become a 
myth and at times, myths become truths. Some 'stories' or myths remain as 'knowledge' 
long after the truth or reality of the situation may be known. The following discussion 
centres on recent medical and psychiatric knowledge of suicide. The purpose of the 
discussion is to illustrate that what has been at some time a part of what constituted current 
knowledge about suicide, has later been identified as a suicide-related myth. Suicide, 
especially the suicides of children and young people, is still a taboo subject, and has been 
surrounded by stigma and silence. The silence that surrounds suicide and the related myths 
may prevent a person at risk of suicide from receiving help. It may also influence the types 
of research being undertaken into suicide, and, at times, prevent research into suicide. 
Australian statistics regarding suicide and attempted suicide have been presented earlier in 
this thesis (see page 9). But making observations of statistics about suicide is not a recent 
event. Jack states (1992, p. 12) that as early as 1838, predating Durkheim, it was noted that 
the number of people who attempt suicide outnumbered those who died by 100 to 40, and as 
early as 1885, that those who committed suicide and those who attempted suicide appeared 
to have differences in motivation. Taken from previous work on the subject (Macgill, 1994) 
and extended upon, the history of the terminology related to suicide and attempted suicide is 
of interest in this research, as it provides background for this study and in fact, changes in 
terminology may have contributed to further negative attitudes and stigma about suicide and 
attempted suicide. 
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Suicide and attempted suicide gradually came to be acknowledged as separate concepts. 
However, up until the 1960s, most psychiatric literature identified acts of deliberate self-
harm which did not result in death, as failed suicides (Jack, 1992, p. xi). The interpretation 
by psychiatrists was that those who survived a suicide attempt had failed in their aim, as the 
aim of the attempt was death. However, Erwin Stengel proved to be an influential 
commentator during the 1950s and the 1960s (Jack, 1992, p. xii). His published work which, 
despite earlier differentiation between suicide and attempted suicide, proved to be more 
persuasive that any work previously, led to general recognition amongst those studying 
suicide of epidemiological and motivational differences between those who died from a 
suicide attempt and those who did not. 
Stengel (1971, p. 87) according to Jack (1992) was cautious in his definition of attempted 
suicide and as Stengel stated "[0 ]nly if there is evidence that the person took no risk 
subjectively should the act be regarded as falling outside the categories of suicidal acts." 
Stengel wrote that suicide attempters were undecided about dying: "[m]ost people who 
commit suicidal acts do not either want to die or live; they want to do both at the same time, 
usually one more, or much more than the other." (p. 87). Further to this notion was the 
mixed message from the attempter: "I want to die - or do something for me" (p. 116), the 
"cry for help" (p. 115). Stengel is credited with this notion as well as the notion that 
attempted suicide is about survival and contact (Dunleavy, 1992, p. 213). Puckett (1993) 
added to Stengel's reasons for why suicide attempts are made. These include to change 
others' attitudes and behaviours, as an indication of extreme frustration, or when a situation 
arises in which a person feels inadequate to cope (pp. 290, 294). It can be concluded that the 
reasons for attempting suicide, although ambivalent, are partially similar to reasons for 
committing suicide, whether the outcome of the attempt is death or not. 
Stengel's definition and understanding may not serve the clinician who has to make 
decisions to determine whether or not the person is at risk for further attempts. Debate over 
this issue continues, as it seems Stengel's definition may not have been as precise as was felt 
necessary to distinguish those who really mean to die with those who really do not. Jack 
(1992) points out inconsistencies in that Stengel was unable to give up an analogy with 
suicide and the terminology related to it, the result being that the effect of Stengel's 
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argument was that there was not really much difference between groups designated suicide 
and attempted suicide. 
Thus Stengel's concern to maintain the centrality of a suicidal intention in attempted 
suicide in the face of evidence from his own research to the contrary, leads him to offer 
definitions which are as muddled as he claims the subjects of those definitions to be ... 
In other words the difference [between suicide and attempted suicide] is one of degree 
not kind - a position not too far removed from that which Stengel asserted at the 
beginning of his research in 1952 that he intended to challenge, namely that: " ... most 
people, including psychiatrists look on a person who has attempted suicide as 
somebody who has bungled his suicide." (Jack, 1992, p. 18). 
The term 'attempted suicide' has been argued as being an inappropriate or imprecise term 
because in many cases, the act was not a suicide attempt. The terms used to describe low risk 
attempters are pseudocide, self-poisoning, parasuicide, acute poisoning, deliberate self-
injury, self-injury, non-fatal deliberate self-harm and propitia (Goldney, 1991, p. 199). In 
search of more precise terminology to describe those whose intentions were not to die, the 
term parasuicide was put forward by Kreitman, Philip, Greer, and Bagley (1969) as a more 
suitable term than attempted suicide. Kreitman et al. (1969, p. 747) described attempted 
suicide as a "highly unsatisfactory" term, and replaced it with a diagnostic label which more 
suitably describes "an event in which the patient simulates or mimics suicide" but where the 
behaviour which is "actually or potentially physically harmful" could not be "construed in 
any simple sense as oriented primarily [authors' italics] towards death." At this time, 
Kreitman et al. did not propose how to diagnose parasuicide, nor was a full definition 
offered. The authors also posited "whether 'attempted suicide' should serve for those 
patients to whom the phrase really applies or be dropped altogether." (p. 747). 
Further work by Kreitman and other researchers from the Medical Research Council Unit for 
Epidemiological Studies on Psychiatry, Edinburgh, "interested in that aberrant behaviour 
loosely, and we think erroneously, known as attempted suicide" (1977, p. ix) was published, 
setting out research investigating the phenomenon of parasuicide and the necessity for the 
use of the term parasuicide. A formal definition was presented: " ... a non fatal act in which 
an individual deliberately causes self injury or ingests a substance in excess of any 
prescribed or generally recognized therapeutic dosage." (Kreitman, 1977, p. 3). 
Unfortunately, in the opinion of and from the experience of this author, the term parasuicide 
seems to have become synonymous with a slightly different definition. It has become to be 
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interpreted more as 'a deliberately non fatal act [italics added for emphasis] ... ' rather than 
Kreitman's" ... non fatal act in which an individual deliberately [italics added] causes self 
injury ... ". The outcome of this is reinterpretation by nurses and doctors is that a person who 
has carried out a non fatal act and deliberately seemed to avoid death, has been seen as being 
manipulative or histrionic. It is no coincidence that research has been carried out in order to 
dispel this interpretation. See for example, research by Goldney (1981), titled Are young 
women who attempt suicide hysterical? 
The significance of the work by Kreitman and others resonates in the recent knowledge 
pertaining to suicide and attempted suicide. The term parasuicide has been used to describe 
the behaviour where the intention of the person is not to die. Kreitman (1977) argued that 
there were differences between those who attempt and those who die from suicide. The 
differences between the two groups has possibly led to a false dichotomy. There are several 
related myths: firstly, that those who attempt suicide do not to try again (CrisisLink, 2004; 
Victorian Mental Health Service, Department of Human Services, 2004). This provokes the 
theory that those who attempt suicide do not really want to die and somehow differ from 
those who kill themselves. 
The terms non-accidental self injury (see for example Linehan, Comtois, Brown, Heard, & 
Wagner, 2006) and deliberate self-harm have more recently been added as terminology 
related to suicide (see for example Meadows & Fossey, 2007). Deliberate self-harm, 
however, has for some time been associated with having low suicidal intent, and is more 
associated with self-harming practices such as cutting. This is clearly set out in the following 
quotation from a web site, Reach Out!.com.au, an Australian consumer site for young 
people. 
Deliberate self-harm (also known as self-injury) is when you deliberately inflict 
physical harm on yourself, usually in secret and often without anyone else knowing. 
Some examples are cutting, burning, biting or hitting your body, pulling out hair or 
scratching and picking at sores on your skin. Deliberate self-harm is not necessarily a 
suicide attempt, and engaging in self-harm may not mean that someone wants to die. 
Most commonly deliberate self-harm is a behaviour that is used to cope with difficult 
or painful feelings. (Reach Out!, 2007, p. 1) 
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A recent study by Brakoulias, Ryan, and Byth (2006) defined deliberate self-harm for the 
purpose of their study as "any act of injury or harm that was reported as or suspected by 
patients, relatives or referring staff as self-inflicted" (p. 193) and made no reference to any 
previous definition, attesting to a notion of a lack of standardised definitions and possibly its 
recency of use although their definition is the same as the term coined by Kreitman (1977) 
for parasuicide: " ... a non fatal act in which an individual deliberately causes self injury .... " 
(p.3). 
Although recognised in earlier literature as a risk factor (Goldney, 1991), a previous attempt 
is now identified as one ofthe most significant risk factors for suicide (Gaynes, West, Ford, 
Frame, Klein, & Lohr, 2004; Scout Association of Australia, 1996, acknowledging among 
others, Dr Paul Lee, Department of Child Psychiatry, Monash University; Szanto, 2003). 
Hawton and Fagg (1988) identified that three to five percent of people who self-harm will 
die from suicide within five to ten years. 
The Relationship Between Myths and Scholarly Evidence 
The myths about suicide extend further and are linked with the notion of taboo: there are 
many myths associated with suicide. Suicide has been described as 'the ultimate question' 
(Miller, 1992). Suicide and sexual abuse of children and young people have both been 
described as the last taboo (see Fabian, 1986; Fraser, 1994; Hamer, 2002; Mowbray-
d'Arbella, 1988; Search, 1988). The genesis of myths about suicide is not clear, but the 
myths may be based on what was once held up as fact or knowledge related to suicide. 
According to Fraser (1994) myths of suicide are also remnants of the suicide taboo and the 
stigma that has been associated with suicidal deaths. 
The use of the word myth to describe the knowledge about suicide does not reflect the use of 
the word myth in any classic academic way, where it may mean deep truth. The definitions 
of suicide are contested, but the use of the word in the context of the way the myths are 
presented represents what is actually a falsehood about suicide. Reference to myths about 
suicide are predominantly found on the internet, such as the Youth Suicide prevention 
webpage published by the Victorian Mental Health Service, Department of Human Services 
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(2004) where the myths are debunked, rather than in scholarly papers, so the likely audience 
is generally the public. The use of the word myth is a less confronting word than 'falsehood'. 
There are numerous suicide-related myths. Generally, myths cited in other sources 
(CrisisLink, 2004; Leech, 2000; Myths about suicide and the truth, 2004; Myths of suicide, 
2004; Valente, 1990) do not differ greatly from those listed on the Youth Suicide Prevention 
page (Victorian Mental Health Service, 2004) which are extensive. They cover broader areas 
of knowledge related to suicide, some myths related specifically to young people, some not. 
However, used in these contexts, these so-called myths do not reflect a deeply held truth, but 
rather an untruth, an incorrect, commonly held belief about suicide which may act as a 
barrier to those in danger of suicide being helped (Victorian Mental Health Service, 
Department of Human Services, 2004). 
. Why the myths related to suicide are perpetuated is not clear but, true or not, the myth may 
be maintained by how often it is heard. Bessant and Watts (1998) use Durkheim's example 
where he points out that truth and reality can differ; as with religion . 
... a belief system does not necessarily have to be 'true' to be 'real'. The 
repetitive nature of these representations casts doubts on both the commonly 
accepted assumption that these discoveries are simply empirical discoveries or 
that their ascribed novelty is 'a sign' (or evidence) of the 'real' and 
unprecedented changes that produce the problem. 
(Bessant and Watts, 1998, p. 7) 
Thus, a further element of a myth is repetition of beliefs which seem true. And in the case of 
suicide, the knowledge may have been the accepted knowledge at one time. However, the 
myths about suicide which have remained within the community are not as predominant in 
the professional community. Professionally oriented publications which include the 
previously identified myths are not recent, dating from the 1980s (such as that by Ray and 
Johnson, 1983), to the early to mid 1990s: for example, News in Mental Health Nursing 
(1998, pp. 10-11), Mulligan (1997, p. 60), and Thobaben (1997, p. 109). 
However, it does not follow that professionals are immune from belief in the myths of 
suicide: they may be held by professional as well as lay people. Uncapher and Arean (2000) 
surveyed physicians' attitudes towards treatment of older, depressed, suicidal people. They 
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found that suicidal ideation in older adults (in this study, vignettes described either a 78 or 
38 year old person) was seen as normal and rational. Furthermore they found that physicians 
were less positive that anything could be done for the older, suicidal person by a 
psychologist or psychiatrist. The myth reflected in the attitudes of the physicians surveyed, 
is a belief held that nothing can be done for a person who is suicidal (Victorian Mental 
Health Service, Department of Human Services, 2004; CrisisLink, 2004). 
Usually, in materials which are aimed at debunking myths about suicide, the myths are set 
out followed by a 'fact' and at times, some suggestions for actions (Victorian Mental Health 
Service, Department of Human Services, 2004). However, there is no evidence in the above 
publications to suggest that the 'facts' or interventions for action are based on research 
findings. In fact, a survey of the literature conducted by Gould, Greenberg, Velting, and 
Schaffer (2003) concluded that approaches to suicide-prevention interventions for young 
people lack research. However, a comprehensive approach to prevention and treatment is 
"likely" (p. 121) to be more effective. 
Mental Health Services in Victoria (Victoria's Mental Health Service, Youth Suicide 
Prevention, 2004) as part of its suicide prevention strategies for young people argue that the 
myths or "commonly held incorrect beliefs" (2004, p. 1) about suicide may lead to a lack of 
assistance for a person who is in danger. The myths may also lead to a further problem 
related to carrying out suicide-related research. 
One of these myths is central to this thesis and may serve as a barrier to research being 
carried out into suicide. Whereas some myths may serve as a barrier to helping a person in 
danger of suicide, this myth may serve to act as a barrier to the investigation of suicide by 
preventing research. 
The myth central to this thesis is stated in several ways. It relates to the notion that talking 
about suicide will plant the seed of the idea of suicide in a person who has not previously 
thought of suicide. This may lead to thinking about suicide as an option, or encourage a 
suicide attempt. Whereas there was some variation amongst the selection of literature which 
discussed the suicide myths, nearly all had a statement of the myth regarding the dangers of 
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mentioning, or talking about, suicide (CrisisLink, 2004; Leech, 2000; Lester & Walker, 
2006; Myths about suicide and the truth, 2004; Myths of suicide, 2004; The Scout 
Association of Australia, 1996; Valente, 1990; Victorian Mental Health Service, Department 
of Human Services, 2004). Hence in current popular and government publications there is 
recognition that it is a falsehood or incorrect to assume that talking about suicide leads to 
suicide. Furthermore, this recognition extends to professional risk assessment. 
It should be acknowledged, however, that in relation to the effects of media on suicide, there 
are some commentators on the subject who are still willing to ventilate the issues (Hassan, 
1996). Concerns about the possibility of discussion of suicide influencing people to commit 
suicide are still evident. In 1999, guidelines were developed for media reporting on mental 
illness and suicide, as reporting suicide in the media has been correlated in some studies to 
"imitation suicides" (Blood, Putnis, Perkis, Payne, & Francis, 2001; Mental Health and 
Wellbeing, 2008). The professions also believe that the issue of suicide requires exploration. 
In a paper by Reeves (2004) recent guidelines instituted in mental health services in the 
United Kingdom (UK) require practitioners to consider risk of suicide in client assessment. 
Although now a requirement, there is variation in confidence even amongst professionals in 
assessing the risk of suicid~ when asking someone in the general community whether they 
are contemplating suicide. However, risk assessment is seen as best practice (Reeves, 2004). 
To not assess the risk of suicide in mental health services means that those at most risk from 
suicide are not adequately assessed: a dangerous and negligent practice. Suicide risk 
assessment is fundamental to competent care and best practice. Because it is now accepted 
that there is no evidence to suggest that talking about suicide will cause someone to either 
begin to contemplate suicide, or even to attempt suicide, suicide risk assessment is now a 
requirement of Mental Health Services, Victoria. Documentation from Barwon Health 
Mental Health (2000) (Appendix 1), is used to assess risk, particularly suicide risk as part of 
client screening and assessment. The risk of not asking is now deemed greater than the risk 
of 'planting the seed' . 
This section has discussed the history of suicide and attempted suicide and argued that 
previous professional knowledge about suicide has changed, and that remnants of this 
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knowledge may remain in the myths of suicide. The word myth is used to describe a 
falsehood or what is now not true about suicide but which persists and may prevent a person 
in danger of committing suicide from gaining help. The suicide myths however, are not 
limited to the beliefs of lay people but may also extend to the knowledge of professionals, 
thus denying adequate treatment. That talking about suicide is a risk, is a myth which has a 
major implication for this research in that research which seeks to ask about suicide may be 
seen as too risky. Current clinical best practice is based on the view that there is no direct 
link between talking about suicide with a person and that person's suicidal ideation. The risk 
of not asking far outweighs the risk of identifying a person potentially in danger of suicide 
and intervening in an attempt to prevent it. 
Positivism 
Background 
This literature review will now briefly discuss the dominance of positivism as a paradigm 
which forms the basis of scientific medicine. Positivism has, however, been the dominant 
paradigm and persuasive force for many disciplines, not only medicine. It was the main 
method of scientific inquiry for many centuries, its most strident champions being the logical 
positivists of the Vienna Circle (O'Neill, 1999; Outhwaite, 2000). According to Foucault 
(1994) positivism enjoyed its greatest importance during the nineteenth century. However, 
during the first third of the twentieth century, many facets of social life were increasingly 
controlled by knowledge that was based in a positivist framework and was of a technical or 
scientific nature (Cheek, Shoebridge, Willis, & Zadoroznyj, 1996). 
Positivism is encapsulated in the following quotation: 
[positivism] has come to be identified with empirical methods of investigation 
and in particular with a unified approach to research that claims universality 
for the methods of the natural sciences. Logical positivism .. . is best known for 
its efforts to separate the realm of logic and reason from the unverifiable 
speculation of metaphysics. 
(Holub, 1991, p.20) 
The generation of knowledge from a positivist viewpoint is underpinned by a number of 
assumptions, assumptions which may be seen by those who operate from a positivist point of 
view as strengths of the approach, but to those offering a critique of positivism, define its 
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limitations. Although there may be some exceptions, in this thesis, positivism is broadly 
equated with quantitative research. 
Application of Positivist Sociology to Suicide 
One of the most enduring works based on positivist thought was the study of suicide by 
Emile Durkheim (1858-1917) who sought to demonstrate the rules of sociological method 
through the analysis of suicide (Giddens, 1978). His treatise on suicide, first published in 
1897 (Coser, 1971), still influences contemporary thinking about both suicide and attempted 
suicide (see for example Baume, 1988; Lester, 1989; McLaughlin, 1993; Swain & Domino, 
1985). Durkheim's influence on the study of suicide has resulted in more contemporary 
sociologists omitting the study of attempted suicide, imputed to difficulties in enumerating 
suicidal behaviours in different societies (Lester, 1989). Premises made by Durkheim on 
demographic data and their relationship to suicide have been catalysts for further 
investigation. For example, Masterton (1991) investigated how suicide rates between men 
and women differed across months and seasons, and Conrad (1991) used Durkheim's 
proposition of how religion and family affiliation affect suicidal behaviour in adolescents. 
Called the "father of suicidology" (Baume, 1988, p. 43), Durkheim sought to precisely 
define the nature of suicide and demonstrate at the same time the rules of "a new science" of 
sociology (Durkheim, 1972, p. 51) through the treatment of social phenomena as "facts in 
nature" (Giddens, 1972, p. 32) by demonstrating that ''the principle of causality be applied to 
social phenomena" (Durkheim, 1966, p. 141). As a sociological document, this work was 
ground-breaking for its day; clustering and organising demographic and social data relating 
to suicide, ''the prototype of systematic, rigorous and unrelenting attack on the subject" 
(Simpson in Durkheim, 1951, p. 9). Durkheim' s study of suicide was the first work to locate 
how social factors influenced or even caused suicide. "Consequently, by elimination, it 
[suicide] must necessarily depend upon social causes and be in itself a collective 
phenomenon" (Durkheim, 1951, p. 145). 
Durkheim (1951, pp. 152-276) details three types of suicide: egoistic, anomic and 
altruistic. Burvill (1989) provides a succinct description of the three types. Egoistic suicide 
occurs when an individual lacks integration with, and no longer feels subject to family, 
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societal, or religious control. Anomic suicide occurs when society lacks control and 
regulation over individuals, as occurs following the decline of religious beliefs, or relaxation 
of professional and marital codes; conditions which may occur during periods of major 
social change or political crisis. When society is too strict and individualism restricted, a 
strong sense of duty to society can result in altruistic suicide rather than allowing the 
disintegration of the society. 
Durkheim's definition of suicide included areas not previously considered as being related to 
the nature of suicide. Thus, suicide was defined by Durkheim (1951, p. 42) as being "applied 
to any death which is the direct result of a positive or negative act accomplished by the 
victim himself (sic)." The terms direct and indirect describe whether or not the death resulted 
by the hand of the person as when a person fires their own gun killing themselves; or 
indirectly: "The iconoclast, committing with the hope ofa martyr's palm the crime of high 
treason known to be capital and dying by the executioner's hand, achieves his (sic) own 
death as truly as though he (sic) had dealt his (sic) own blow" (Durkheim, 1951, p. 42). One 
need not die by one's own hand but can engineer death through someone else's activities. 
Positive acts, according to Durkheim are the actions of bringing on one's death by one's own 
hand, for example a gunshot wound or hanging. By contrast, negative acts are accomplished 
by omission, for example self inflicted starvation or failure to take life saving medication. 
These new inclusions led to a more expanded view of suicide and supported and justified 
Durkheim's positivistic sociological method. The influence of positivism is still evident in 
sociological practice (Gartrell & Gartrell, 1996) and in studies of suicide (Bills & Gouhua, 
2005; Graeff & Mehlkop, 2007; Lloyd & Yip, 2001). Medicine, which was heavily 
influenced by the mechanistic view of the body derived from the study of the natural world 
(pearson, Vaughan, & Fitzgerald, 1997) and striving to develop a body of scientific 
knowledge to give it credibility and to separate the legitimate practitioners from the 
illegitimate (pensabene, 1980), saw positivist-based medicine as the way ahead. It was the 
(emphasis added) legitimate world view at the time medicine was seeking legitimacy, at the 
end of the nineteenth century (Foucault, 1994; O'Neill, 1999; Outhwaite, 2000). Positivism 
is still the dominating paradigm for medical research, and medical students are indoctrinated 
with positivist ideology in medical school (Dolan, 1999). 
26 
Positivism is not defined in tenns of one definition but has both philosophical and 
sociological interpretations which have not remained static and may be versions such as the 
theory construction movement of explanation and prediction, or as instrumental positivism 
which is preoccupied by method (Gartrell & Gartrell, 1996). Gartrell and Gartrell set out the 
following as characteristics of positivism. 
1. Concepts related in law-like statements [This definition has been 
relaxed when related to sociology as it is recognised that the criteria for 
what defines a law can rarely be met in sociology. (Gartrell & 9artrell, 
1996).] 
2. Nominal definition of concepts 
3. Operational definition / partial interpretation (empirical measurement of 
concepts) 
4. Derivation ofa hypothesis (or hypotheses) for empirical examination 
5. Fonnallanguage (logic or math) to express laws 
6. Variables related together empirically 
7. Use of statistical techniques / quantitative methodology 
(1996, p. 146). 
There are further assumptions that spring from positivist methodology. These assumptions 
include the ability to reduce phenomena to single elements, or to separate into dualist, 
either/or categories; that inquiry is separated from the observer and so is objective and 
therefore free from the values of either the observer or the discipline; that there is linear 
cause and effect, and that observations and generalisations are not context bound and are 
thus universally applicable (Denzin, 1989 in Wolfram Cox, 1999). 
The following two examples illustrate how the first of these assumptions - the dualist and 
dichotomous nature of positivism - has influenced thinking in relation to suicide research. In 
the work by Kreitman and Philip (1969) who developed the tenn parasuicide, and Stengel 
(1971), who coined the phrase "cry for help", the influence of positivist thought lead them to 
develop tenninology in an attempt to distinguish between those who had survived a failed 
suicide attempt from those whose primary goal was not to die. 
The second example of duality and dichotomy is described by Deam (1997) in her 
exploration of the experience of sexuality and suicide. She claims that the descriptors 'gay 
and lesbian' deriving from positivist, dichotomous categorisation are biased and thus have 
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limited applicability when exploring the experience of sexual identity which resists discrete 
classification and more closely resembles a continuum. Thus, positivism has continued to 
influence thinking about suicide but as Deam states, it fails as a theory to adequately 
describe the totality of human experience. Positivism has been elevated as 'the' 
methodological approach by medicine whereas it should be recognised as one approach 
among many. Positivism was the dominant mode of thought during the nineteenth century 
and continues to be so in medicine. It remains influential in sociological thought although its 
influence has waned over the last decades of the twentieth century (Gartrell & Gartrell, 
1996). The next section of the literature presents the rise to power and the continued 
dominance of the medical profession which enables it to exert its ideology relating to 
research, that of positivism over other disciplines which carry out research and compete for 
research funding. 
Dominance of Medicine 
In his analysis of the dominance of medicine, Willis (1983) examines the social structure of 
health care and concludes that two interrelated features form the division of labour in health 
care: one along the lines of occupation, the other along gender lines, which when taken 
together results in a hierarchy with obvious income differentials. 
At this point, the literature review will not pursue the issue of gender, as this will be taken up 
as part of the theoretical framework along with critical theory. Instead, the literature will 
focus on how medicine came to be the dominant force in health care, relying on the work 
done by Willis (1983). This supports a contention of this thesis, that from its dominant 
position, medicine is able to control and silence competing interests through ethics 
committees and research funding bodies. 
According to Willis (1983), medical dominance over the division of labour in health care is 
perpetuated on three levels; autonomy, authority, and medical sovereignty. These three 
domains ensure that medicine controls all areas that relate to its own work: that is, 
autonomy; over other health occupations: authority; and over the wider society: medical 
sovereignty. Medical dominance is able to be sustained in a much wider sphere and is not 
restricted to health care. It is this third level which is the most salient to this thesis and the 
28 
argument will benefit from a more extended quotation from Willis in regard to medical 
sovereignty. 
At this level medicine is dominant in relations between the health sector and 
the wider society; doctors are institutionalised experts on all matters relating 
to health. The effect of this is that state patronage for other health occupations 
has been historically contingent upon medical approval or at least 
acquiescence. (Willis, 1983, p. 3). 
Willis (1983) continues the discussion with the conditions under which medicine will allow 
other ancillary or clinical vocations to operate. This is through either direct or indirect 
authority. Direct authority includes supervision and direction of others' work. Indirect 
authority controls those occupations which are not directly evaluated and therefore 
controlled by medicine. It does so through mechanisms such as that which requires a 
member on registration boards of a member of the medical profession, or the need for 
medicine to sanction the practise of a competing occupation. Although not directly linked by 
Willis, these conditions have encompassed nursing although to a lesser extent in more recent 
years. 
Nursing historically has been under the authority of medicine and has worked under the 
direct authority of medicine in clinical practice in hospitals. Although it can be argued that 
some nursing work and some nurses are no longer under the direct authority of medicine nor 
is medicine involved in the supervision and direction of the work of nurses, nurses still lack 
power to direct their own work (Smith, 2000). The indirect control of nursing through 
medical representation on the registration board of nursing has also ceased. There is no 
longer a medical practitioner on the registration board for nursing in Victoria (Nurses' Board 
of Victoria [NBV], formerly the Victorian Nurses' Council [VNC]) and it is very hard for 
medicine to deny the legitimacy of nursing. However, medicine still exerts control over 
nursing through medical sovereignty (Willis, 1983). Medicine remains as a powerful and 
dominant force in health care especially regarding health care research. It follows that 
medicine still exerts control through the continuing medical sovereignty over health care 
research, including suicide research. Because of this dominance members of the medical 
profession are able to control the research agenda. The sequelae of this is that research in 
line with its scientific basis, that of positivism, is still seen as the most legitimate type of 
research and approval for research and funding is still largely determined by those trained in 
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medicine. Thus, ifthere are competing interests, medicine has the power to exclude these 
interests from the research endeavour and does so because it is able to. Unless the research 
endeavour is sanctioned by medicine, it has the power of medical sovereignty to prevent it. 
This is not reciprocated for the other disciplines as they may have little influence over 
medical research. Germov (2003) makes the point that the medical profession is the only one 
which is authorised to comment on the validity of medical research. 
The discussion emanating from Willis's analysis of medicine's power to limit and control 
competing interests is reflected in this literature review. Inquiry into suicide and attempted 
suicide has been carried out by medicine from a positivist, quantitative perspective which is 
not appropriate as the only approach to suicide research, as identified in papers published 
identifying a lack of research into suicide from alternative methodological viewpoints 
(Mental Health Special Programs Branch, 2000; Suicide Prevention Task Force, 1997) 
discussed on page 15 of this thesis. The review of the suicide-related literature published by 
the Commonwealth Department of Health's (1999) identifying the majority of Australian 
research on suicide was related to epidemiological and risk factor studies (see p. 13) also 
supports that previous approaches to suicide research have been narrow in focus. Because it 
is the dominant profession in health care, medicine is able to exclude or limit competing 
interests. This is done through the research processes of gaining ethical approval both 
because of the history of medical dominance of the research process, which is· reflected in 
the membership on ethics committees of medical practitioners, and the pervasive influence 
of their ideologies which are expressed in the questions posed in the application forms. It is 
posited the dominance of medicine and its positivist viewpoint may be shown through the 
rejection of methodologies which are not positivist and the existence of a bias towards 
positivist research. 
Willis's (1983) critique of medical dominance adds weight to the argument that medicine 
has been able to control the research agenda including funding for research. Because 
medicine has a longer research tradition based on positivism, and the power to do so, 
alternative research methodologies are not valued and may be excluded on the basis of 
methodology alone, but couched in ethical terms. Applications to ethics committees to 
conduct research into suicide-related matters which are not proposed in a positivist approach 
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may be censored or not approved or subject to changes advocated which fundamentally 
change the research project, channelling suicide research down a particular methodological 
pathway, preventing potentially valuable suicide research from being undertaken and may 
even discourage applicants from carrying out suicide research. Medicine has been a 
dominant force in research ethics and its adherence to positivism as the only legitimate form 
of health research has led other research approaches to be seen as oflesser value. However, 
medicine's dominant position has not been totally unassailed and its position is threatened 
from a number of arenas. 
Medical Dominance, Bureaucracy and the Managerialist Threat 
Medicine's power is not unqualified within society and the health sphere. Germov (2003) 
cites Light (1993; 2000) who posited that medicine is only one of a number of major powers 
in society which create a power struggle as they vie for position in pursuit of their interests. 
Furthermore, medicine and individual doctors are not able to work entirely unencumbered by 
bureaucratic structures, especially that of the hospital. Turner (1995) describes a state of 
unremitting tension between the autonomy of medicine and the authority of bureaucracy. 
Other threats to medicine include, for example, the striving of other groups working within 
health to professionalise, a focus on disease prevention and increased use by the community 
of alternatives to medicine such as homeopathy (Easthope, 2003). But three major 
challenges to medicine contended by Germov are deprofessionalisation, proletarianisation, 
and managerialism or McDonaldisation. These three areas have arisen from a public with a 
more cynical view of medicine because of reports of medical rorts and negligence, and a rise 
in consumers' rights; increased limits on doctors' ability to control their work both 
economically and clinically because they are employees of corporately owned clinics on 
salaried positions; and the use of clinical governance strategies such as performance 
appraisal tools, protocols and measurement of outcomes that may limit doctors' abilities to 
exercise independent clinical decision-making and constrain their daily work. It is this third 
threat which poses the greatest threat to medicine. 
A special issue of Health Sociology Review published in 2006 revisited the concept of 
medical dominance. It argues, among other things, that medical dominance has declined 
(Willis, 2006) and that there are signs of a new medical professionalism that is more pluralist 
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(Allsop, 2006; Coburn, 2006) and that may allow more space for "subjectivity and multi-
professionalism" (Tousijn, 2006, p. 478). 
The neo-Weberian concept of McDonaldisation furthers Weber's work on bureaucracy, seen 
by Weber as the rationalising force in a society which was becoming increasingly complex 
and democratised (Germov, 2003). In his discussion of domination and legitimacy, Weber 
(1978, p. 954) identifies bureaucracy as a "pure" type of domination: "Rationally regulated 
association within a structure of domination finds its typical expression in bureaucracy 
[author's italics]." It was thought bureaucratisation could accomplish this rationalisation 
through standardisation, thus eliminating processes which could be fraudulent, mismanaged 
or inefficient (Germov, 2003). There are critical characteristics required by an organisation 
identified as having an "ideal type" or "pure" form of bureaucracy (Giddens, 1989, p. 278). 
Weber (1978, pp. 956-958) describes the following characteristics of modern bureaucracies. 
These include rules, laws or administrative regulations which govern jurisdictional areas 
resulting in the assigning as "official duties" activities which occur regularly. This leads to 
stability in who is authorised to issue commands for the duties, and who are bound by clear 
rules in relation to coercion. Qualifications are needed in order to fulfil duties, and a 
"methodical" approach needed to fulfil duties. The bureaucracy is organised as a hierarchy 
with clear levels of subordination, and each level is supervised by the level above, which is a 
model applicable to all bureaucracies. Further features are the focus on documentation and 
the separation of the resources in the bureaucracy from the workers, who do not own them. 
Bureaucracies also feature specialisation through training, and a commitment to the 
organisation which may extend outside the stated work hours. Finally, bureaucracies are 
managed through learned, extensive, established rules requiring specialist knowledge. 
Giddens (1989) summarises some limitations and strengths of Weber's ideal model of 
bureaucracy in four points. 
1. Bureaucratic procedures might in some way limit initiative, but they also ensure 
that decisions are taken according to general criteria rather than individual whim 
or caprice. 
2. Training officials to be experts in the area to which their duties apply cuts out the 
'talented amateur', but ensures a general level of overall competence. 
3. Making official positions salaried and full time reduces, although it does not 
eliminate, possibilities of corruption. Traditional systems of authority were 
actually based in large part on what we would today regard as corrupt practices. 
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Office-holders used their positions, for instance to tax those they governed, 
taking most of the money for their own use. 
4. The fact that performance is judged by examinations or other public means, 
reduces - although it does not entirely put a stop to - the obtaining of positions 
through personal favour or kinship connections. 
(Giddens, 1998,p.279) 
Finally, Weber identifies the problem of "red tape" and boredom in bureaucratic jobs, but 
more effective organisations show more "ideal" features, and these are "prices we pay for 
the technical effectiveness of bureaucratic organisations." (Giddens, 1998, p. 279). 
Managerialism that is part of McDonald is at ion appears to pose the greatest problem to 
medical dominance. Thus managerialism involves the application of economic rationalism to 
the provision of health to society. Once doctors had considerable autonomy and power over 
whether patients should be treated, determined what that treatment should consist of, and 
whether they should be operated on, for example. Now hospital management and 
Government funding arrangements have seriously eroded this power. Historically, then, 
Willis has demonstrated how medical dominance became instituted into Australia's health 
system. Germov (2003) and Willis (2006) have set out a number of processes including 
bureaucratic managerialism, which have begun to erode this dominance. Ethics committees 
have been part of both the history of medical dominance and the process of economic 
rationalism. 
Human Research and Institutional Ethics Committees 
Research into suicide and attempted suicide including epidemiological studies constitutes 
human research, and consequently must be undertaken only with the approval of an 
appropriately constituted HREC (NHMRC, 1999). In Australia, medical and health research 
is subject to legislation. Enacted in 1992, the National Health and Medical Research 
Council Act, 1992 was established, its objective to provide " ... a national body to pursue 
activities designed to foster medical and public health research and the consideration of 
ethical issues relating to health." (NHMRC, 1999, p. 3). All research involving humans in 
Australia, must conform to guidelines for ethical research conduct. 
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History-Reaction to Controversy 
It may seem at first glimpse that the current ethical practices which govern human research 
may have been proactive, orderly and evolutionary and driven by the ethics ofthe groups 
carrying out the research. To an extent, this holds true but there have been specific events 
that have had a significant impact on committees. Chalmers and Pettit (1998, taken from 
Gillespie, 1989, and McNeil, 1993) outline the genesis over more than the last hundred years 
of the three stages of development of the current day ethics governing human research. 
There has been great debate regarding the non-scientific nature of medical knowledge but 
never more so than in the second half of the nineteenth century. In colonial Australia, until 
the late 1870s, the lack of a formal body of medical theory resulted in medical approaches 
based on belief and demonstrated as a great diversity of practice. It only began to be 
influenced by advances in medical science (scientific medicine) after the late 1870s 
(pensabene, 1980). Evidently, a great deal of research took place in the intervening years but 
it is not clear whether there were any formal structures to govern it. The first stage of 
development of the ethics related to human research was the generation of a sense of what 
was right in relation to appropriate and inappropriate behaviour towards research subjects in 
pursuit of the goals of the research (Chalmers & Pettit, 1998). Self-regulation of medicine 
became evident as part of its professionalisation process where the occupation of medicine 
regulated its practise from within medicine itself (Willis, 1984). There had obviously been a 
great deal of research carried out prior to the recognition ofthe need for ethical guidelines 
for the conduct of research. However, according to Chalmers and Pettit (1998) the defining 
activity in the twentieth century, where the need for ethical guidelines for research was 
recognised by the American Medical Association, was the 1916 report of the inoculation of 
rabbits with the syphilis-producing micro-organism. This was procured by taking small 
samples of the brains of six patients with neurosyphilis by making holes in their skulls. It is 
unclear why this particular event was a catalyst for the development of ethical guidelines. 
The next process was the development of codes of behaviour for the members of 
professional research associations undertaking research (Chalmers & Pettit, 1998). This was 
mainly medical research undertaken from a positivist philosophical stance (Dolan, 1999). 
Finally, the process of ethical review by the independent authorities of governments, 
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hospitals and universities was institutionalised, probably related to receipt of funding 
through research grants. Chalmers and Pettit (1998) note the complexity of the impetus for 
the development of what are current day ethical practices governing human research and 
state that shaping this development was a social force or mechanism "which may easily 
escape notice", described by them as the "controversy machine" (p. 79). 
The controversy machine is acted out in the following manner. The catalyst for change 
begins when knowledge of research which is either disreputable in its conduct or in its 
outcomes is let loose into the public domain by a number of means which may include 
investigation by a newspaper. The resulting outcry that something be done to prevent future 
outrages of that type precipitates a response by some authority or professional body, which 
is either appropriate or which seems appropriate. In response to public pressure, the control 
over research becomes greater and more restricted with each expose. An example of a 
controversial activity that has shaped the human research ethic was the development by the 
Nuremberg Military Tribunal of a code consisting often points demarcating sanctioned 
medical experimentation on humans following the public revelations of monstrosities 
conducted in the guise of human research during World War II (Chalmers & Pettit, 1998). 
A similar, controversial study was the Tuskegee Syphilis Study carried out in the southern 
states of USA from 1928 until 1972 when it was halted, after it was finally exposed to the 
American public through newspaper publications across the US (Tuskagee University, 
2008). A quote from one of the directors of the Venereal Diseases Unit which oversaw the 
study illustrated the prevailing attitudes of the researchers which enabled the study to 
continue. "The men's status did not warrant ethical debate. They were subjects, not patients; 
clinical material, not sick people" (Jones, cited in Tuskagee University, 2008) 
The influence of the controversy machine has not been limited to the development of ethical 
guidelines for the conduct of medical research. It has influenced the practice of medicine as 
well. Medicine has not always acted upon research findings. The controversy machine has 
also pressured medicine to incorporate beneficial practices. During the late nineteenth 
century, even though antiseptic surgery based on the findings of Lister had been accepted 
and used at the Melbourne Hospital, the procedures were not completely adhered to at all 
times, until The Argus newspaper published an article stating that hospitals were like 
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slaughter houses without the control of infection (Pensabene, 1980). There was public 
admonition at the state of the Melbourne Hospital and by the 1880s, Lister's antisepsis was 
completely put into practice. Chalmers and Pettit (1998) note that the controversy machine 
does not always have a positive influence; the responses may not be to the public good. 
However, they do not give any examples. But an example of a response that is not effective 
but which may satisfy the moral outrage of citizens is 'Zero Tolerance' for crime which 
addresses the crimes but not the conditions which may cause them, nor the outcome which 
may be overcrowding of prisons. 
It is not clear whether there was a catalyst which led to the review of the Statement of 
Human Experimentation in Australia. Two recommendations for review had been made, one 
in 1994 by Dr Margaret Allers, in light of the infection with Creutzfeldt-Jacob disease (CJD) 
by recipients of cadaver-generated human growth hormone. The other recommendation in 
The Report of the Review of the Role and Functioning of Institutional Ethics Committees 
(1996), a Principal Committee of the NHMRC, and subsequently the Australian Health 
Ethics Committee (AHEC) decided to review the 'Statement on Human Experimentation' 
(Chalmers & Pettit, 1998). Chalmers and Pettit (1998) write that the Health Ethics 
Committee had already decided independently to revise the Statement as it had been the 
subject of discussion by the Committee for some time. However this did not occur before the 
event precipitating Dr Margaret Allers' report. 
Two issues arise out of the reactive nature of the ethics underpinning human experimentation 
and the application of these ethics by HRECs. The first is that there is a recognition that 
unethical practices may occur and have occurred in the conduct of human research. Yet in 
the paper by Chalmers and Pettit (1998) they do not advocate sanctions for anyone exposed 
for breaches of ethical principles. This is perhaps not in keeping with the spirit of the paper. 
For there is also the recognition that the process of ethics approval which has been generated 
by the ad hoc and 'knee jerk' reactions to the "controversy machine" is becoming more 
adversarial rather than consensual. In the event that a particular approved human research 
project is exposed for engaging in unethical practises, this can reinforce the notion that 
reviewers and researchers .are opponents. It also leads HRECs to being overly cautious to the 
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detriment of the researcher and may limit legitimate research. To quote from Chalmers and 
Pettit (1998): 
The system we have at present puts reviewers under threat of being themselves 
exposed to public censure in the event of approving a research project that 
gives rise, fairly or unfairly to a scandal of some sort; that is, it imposes a 
heavy penalty on a positive mistake: a mistake in approving what perhaps 
should not have been approved. However, the system in place imposes no such 
penalty on a negative mistake: a mistake in not approving what should have 
been approved. Thus, the system creates a conflict of interest between 
reviewers and researchers; it gives the reviewers a special incentive for taking 
the cautious line that goes against the interest of the researchers. 
(Chalmers & Pettit, 1998, p. 81). 
Thus, IECs inadvertently limit potentially valuable research. But other valuable research 
may be stymied not just because of a fear of a public scandal. What is not identified by 
Chalmers and Pettit (1998) is the long history of the influence of medicine on ethics 
committees, its position of power and its ability to censure research which does not emanate 
from its traditions or which challenges its eminent position as a research body (Daly, 1998; 
Dolan, 1999; Mason, 1997; McNeill, 1992). 
Conflicts of Interest 
Let us return for a moment to the notion of sanctions for those who carry out unethical 
research. Chalmers and Pettit (1998) write that public disapproval and the subsequent 
reaction generated through the controversy machine is enough to precipitate a response by 
some authority or professional body, which is either appropriate or which seems appropriate. 
The controversy machine may have generated mechanisms which facilitate the process. 
Television current affairs shows and talk-back radio shows act as perfect conduits for the 
controversy machine. On Sunday March 18th, 2001, the '60 Minutes' program 
(WIN/ChanneI9) presented a pertinent example of the controversy machine with a breach of 
medical ethics as the topic. In this case, unethical research practices at the New South Wales 
Institute of Forensic Medicine were uncovered and exposed. It was revealed that the head of 
the Institute had been carrying out procedures on the dead bodies of people who had come 
through the Glebe Morgue, such as stabbing the bodies, and examining the patterns of 
damage done to bone and taking body parts without consent. A news report subsequent to 
the '60 Minutes' expose stated that the head, Professor John Munro, had been stood down 
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pending an inquiry (ABC radio, call sign 774 (formerly 3LO) news, Monday March 19th , 
2001). 
Not all unethical research practices are exposed nor when they are, are all the perpetrators 
subject to the public scrutiny and disapproval that serves as the punishment. Sandra Coney's 
book The unfortunate experiment (1988) details the activities ofa doctor from the National 
Women's Hospital, Auckland, New Zealand over several decades. Women with various 
stages of cervical cancer from cell dysplasia to carcinoma in situ were observed over years, 
and underwent procedures such as yearly punch biopsies of the cervix for eight or more 
years in order to follow the natural progression of the disease. They were offered no other 
treatment or explanation, nor were they informed that they were participating in research. 
During this time several women died from invasive carcinomas of the uterus. When the 
research was exposed, the researcher was quietly dealt with but did not lose any rank or 
privilege. This example gives weight to the arguments about medical autonomy and 
authority, presented for discussion earlier as outlined by Willis (1983, 2006) and Germov 
(2003). 
Chalmers and Pettit (1998) detail further potential problems extrapolated from the literature 
that may emerge as a consequence of the reactive development of human ethics. They stress 
that these problems are flagged for the notice of those who review ethics applications as 
potential problems rather than identified from literature. The list of potential problems 
focuses first on the effect on ethics reviewers, then on researchers who make applications. 
Reviewers' reactions can result in research that is prevented or subject to increased 
restrictions. For the reviewers, some of these restrictions are that there may be a possible 
effect on research activity through a refusal to pass ethics applications which raise difficult 
questions. But, if ethical standards are usually adhered to, reviewers, through a refusal to 
accept a passive role, begin to fine tune standards, making them more exacting. They may 
become more vigilant so they can identify those who deviate from ethical guidelines. 
When this process is coupled with controversy, such as that outlined above regarding the 
Glebe Morgue, even though this expose may serve to educate the public on their rights, the 
repercussions for ethics and research, according to Chalmers and Pettit (1998), are more 
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prescriptive and restrictive ethical guidelines. This, coupled with the application of medical 
research criteria to all research regardless of discipline, has been described as "ethics creep" 
(Haggerty, 2004, p. 394). This situation was brought to the attention of Australian academics 
in relation to its impact on criminological research by Israel (2005, p. 30. See also Israel, 
2004a). In addition to a broader range of restrictive criteria, there are informal guidelines 
established within each ethics committee which arise as a result of internal experience and 
discussion, and which are developed over time, reflective of each institutional profile and 
interests (Blaskett, 1996, 1998a; McNeill, Berglund, & Webster, 1996). Thus, when a new 
committee member joins, this member may take on the already established values of the 
committee, and ifthe committee appears prescriptive or restrictive, the new member may 
identify this as the 'norm'. 
Such a 'normative' influence was identified in the one study found on the effect of 
membership of ethics committees on committee members. Lynoe, Sandlund, and Jacobsson 
(1999) identified in their study that there were differences in how researchers, healthcare 
politicians and nurses who were ethics committee members assessed some projects 
compared to researchers, healthcare politicians and nurses who were not ethics committee 
members. The assessments of researchers, whether committee members or not, were more 
similar than those of health care politicians and nurses. In this research, even though ethics 
committee members participated in the research as individuals and not during the actual 
committee meeting "with its inherent social dynamics" (p. 158), this study indicated that "in 
principle" (p. 159) a normative influence is brought to bear on ethics committee members, 
although this may have, according to the authors, been attributed to internal committee 
education, annual conferences or pre-existing ethical ways of thinking. The authors also 
considered it noteworthy that the two groups who were not ethics committee members were 
described by Lynoe et al. (1999, p. 159) as "not to be bound to the maxim that 'a poorly 
planned study is by definition unethical' ". 
Problems for researchers that relate to the reactive development of committees influenced by 
"moral panic" (Fitzgerald, 2004) and to the more restrictive and prescriptive committee, are 
then outlined by Chalmers and Pettit (1998). Researchers may become more resistant to 
ethical processes, evidenced by researchers firstly bypassing the imposition of ethical 
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standards; secondly, becoming removed from the ethical process as they have no ownership 
of it and do not see it as being their business; and finally, development ofa culture which 
resists scrutiny from outside and disallows revelations from within. However, Chalmers and 
Pettit (1998) have not discussed the characteristics of specific disciplinary researchers and of 
the reviewers. This issue will be taken up in later discussion regarding the power of 
medicine to influence research from other disciplines. 
Application to and subsequent approval of an HREC for the conduct of research is not 
always straightforward and Chalmers and Pettit (1998) have outlined potential problems 
with influences on ethics committee, as have McNeil (1992) and McNeil et al. (1990; 1996) 
who have studied the internal processes of committees. Blaskett (1997; 1998b; 1999), 
Fitzgerald (2004), and Parker, James, and Barrett (2005) have all examined the internal 
processes of ethics committee decision-making in order to provide insight into ethics 
committee workings. The outcomes of ethics committee decisions have also provided a body 
of relevant literature. The literature relating to problems encountered with gaining approval 
from ethics committees falls into two general categories. The first area is a critique of ethics 
committees in relation to their bureaucratic nature and function. The second category takes 
issue with committees and their inability to deal with the whole range of research 
methodologies. 
Irrationality, Inefficiency and Inconsistency in Operations 
According to literature reviewed, the majority of problems associated with ethics committees 
concern bureaucratic structures and inconsistencies between committees. Inconsistencies are 
most apparent during the undertaking of multi-site or multi-centre research projects. There 
are also anomalies for researchers working outside established institutions (Draper & 
Wilson, 2007) as well as inconsistency arising from the unpredictability, danger and fluidity 
of some research environments (Israel, 2004b). 
Multi-centre research may be undertaken by the same or different researchers who carry out 
the research at a number of organisations or institutions; or by researchers who may have 
affiliation with different agencies; or by researchers whose affiliation to an agency may 
change (NHMRC, 1999). The most commonly conducted multi-site research involves drug 
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trials (Beran, 1998). In Australia, in order to cope with the complexities associated with 
multi-centre research, a single institution may have several different sub-committees such as 
an ethics committee, a legal evaluative committee, a scientific research committee, a 
pharmaceutical drug assessment committee as well as an institutional administrative 
authority, all needing to authorise experimental protocols (Beran, 1998). The development of 
these safeguards may result in unwieldy processes. The time taken for evaluation of a single 
proposal may be extended, especially if approval of protocols is contingent on approval from 
one committee before being passed on to another and overall, approval may be greatly 
delayed particularly if one committee does not approve of protocols. The issue with approval 
by multiple sub-committees is not the only reason why the review process may be so 
protracted. 
At times, approval may be forthcoming from one committee, but individual variations 
between committees are marked. Ahmed and Nicholson (1996) surveyed 36 local ethics 
committees across 38 English Health Authority districts. The information they wanted to 
identify included the time taken for approval for a multi-centre study, the questions asked by 
the committees, and whether they received a response from the Chair of the committee. They 
reported that in all cases the Chair responded but they noted variations between individual 
committees. Some committees did not require formal applications and would accept 
approval from another committee. Some required the applicant to attend the meeting, 
whereas others did not. The researchers found the time taken for approval was very 
markedly different between committees with a range from six to 206 days although all 
committees gave approval for the research. Another English report by While (1996), who 
applied for ethics approval multi-site research, detailed that the researchers engaged in one 
multi-centre study involving a total of 43 committees were not notified of the outcome by 
four of the 43 committees. 
Findings were similar in a Spanish study conducted by Dal-R'e, Espada, and Ortega (1999). 
Their prospective review of 100 applicants for multi-centre drug trials found that delays 
were usual not only for the approval process, but also for the notification of approval. The 
average time from submission to approval was 64 days, and the average time was 85 days 
from submission to notification of approval. They noted that all except three of the 100 
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applications were approved, and that two that were not approved were rejected by the same 
committee. They pointed out the "remarkable delay" between the notification of approval 
and the confirmation in writing, which they attributed to problems of administration or 
organisation. Dal-R'e et al. (1999) conclude that there was great variation between 
committees' performance, membership numbers, and nurp.bers of complete 'dossiers' and 
protocols which were required for submission. 
Researchers in Scotland CAh-See, MacKenzie, Thakker, & Maran, 1998) found a wide 
variation between committees despite calls for standardisation. These included time delays, 
the numbers of copies required and added that there was not a standardised form that could 
be used for all IECs. The majority of committees required their own form resulting in 
researchers having to tailor their applications for each committee. 
There has been quite a lot of information about the increasing workload placed on 
committees (Blaskett, 1998a; McNeill et aI., 1996). This is likely to result in a more 
bureaucratised approval process, which may persuade members to delegate decision-making 
in health-related research to a medical expert. This is elaborated upon below. There are, 
however, some possible reasons for the lack of streamlining and different administrative 
processes. 
It may be understandable that there are administrative variations between IECs. For 
example, differing functions between organisations means committees may have different 
levels of resources, or, the volume of applications for some institutions may pose problems 
necessitating sub-committee structures. However, it is more difficult to understand a 
variation between IECs on ethical requirements such as the nature of confidentiality (Busby 
& Dolk, 1998) or the interpretation of actual ethical issues on an application. Holmes (1997) 
commented in the British Medical Journal that there was a variation in interpreting the 
nature of informed consent from county to county. Busby and Dolk (1998) reported carrying 
out epidemiological research requiring information from clinicians and medical records. Of 
the 110 local research ethics committees CLRECs) approached, only 47 required formal 
application and ethical approval and of those, only 20 per cent of the application forms 
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required the research to comply with the English Data Protection Act. Thus the majority of 
LRECs did not seem to concern themselves with a fundamental ethical principle. 
One can only speculate as to why the LRECs were not more concerned with the issue of 
confidentiality. Perhaps it was felt by many of the LRECs that the credentials of the 
researchers, associated with the Environmental Epidemiology Unit, London School of 
Hygiene and Tropical Medicine, were an implied guarantee that the data would be dealt with 
in an ethical manner thus protecting confidentiality. The concern of the authors was the lack 
of consistency across committees in requiring the permission of the subjects (in this case the 
parents of children about whom the data was being collected) because it was an impediment 
to adequate design and constituted additional cost to the research. More recently, in the 
United Kingdom, new Department of Health procedures developed to be in line with 
European requirements have affected research process by creating such burdensome 
bureaucratic requirements that research for mental health services in the UK is threatened 
because of the work of meeting the requirements, and the cost involved (Meenaghan, 
O'Herlihy, Durand, Farr, Tulloch, & Lelliott, 2007, p. 149). Many of these same issues are 
potentially relevant in relation to Australian multi-site research. Considering the type of 
questions, protocols, interpretation of consent and confidentiality the overriding impression 
is inconsistency, inefficiency and the lack of reason or rationality. 
Quantitative and Disciplinary Bias in Ethics and Grant Applications 
There have been problems identified with gaining approval from IECs for qualitative 
research projects. Problems have arisen because IECs have found difficulties in dealing with 
qualitative research proposals (Richards & Schwartz, 2002). In a study of ethics committees 
by McNeill et al. (1990), the different types of research protocols submitted to committees 
surveyed by these authors were analysed but were not identified as qualitative or 
quantitative. Instead, the studies were identified according to the discipline from which they 
emanated: medical, behavioural, health and social sciences, population and epidemiology, or 
other (p. 291). So at this time, the issue of problems with ethics committee review of 
qualitative research was not as evident. 
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There has been an increase in the number of studies engaged in research from qualitative 
perspectives but because the bulk of the research audited by IECs has been quantitative, 
there has been a tendency to consider qualitative research proposals against the same criteria 
as quantitative proposals (Gauld, 1999). Consequently, Gauld notes that qualitative research 
methodologies have not been seen to meet the requirements of ethics committees as 
reflecting 'good' research either in their objectives, design or results when comparisons are 
made. Criticisms are made relating to generalisability, to the type or size of the sample, and 
to the possibility of replication of the study. The qualitative studies are compared to 
quantitative research, which claims legitimacy as 'good' research because of assumptions 
made about sampling, replication of results and therefore generalisability of results across 
populations (Gauld, 1999). A study by Wilkes (2003) which presented a case study of an 
ethics committee did not identify the qualitative/quantitative dichotomy as an issue of 
concern by its members. However, it did reveal that committees did, at times, feel more 
comfortable with quantitative approaches, and that members of ethics committees who are 
more familiar with qualitative research identified that some committee members were openly 
hostile to non-quantitative research methodologies. 
Nursing as a newer discipline area that has embraced qualitative approaches may be 
particularly affected. Nurses' interests lie with the human condition and responses to it 
(Kozier, Erb, Blaise & Wilkinson, 1998). The human condition is seen as more suited to the 
perspective of qualitative methodologies (Dolan, 1999). Disciplines such as nursing that 
have not previously carried out research are now carrying out research, and have 
incorporated methodologies from positivist and nonpositivist perspectives (Dolan, 1999). 
Nursing research has become more prolific since nursing education began being undertaken 
in higher education. Research has become an area for study in undergraduate programs and 
is being carried out at undergraduate Honours level, and for post-graduate preparation. 
Within ethics committees, which operate in an environment where the positivist paradigm is 
so widely accepted, there may be a failure to fully understand that different issues are 
involved in research using a qualitative methodology. When compared to the world view of 
quantitative research there needs to be both justification for selection of a qualitative 
approach as well as the particular methodology (Gauld, 1999) and the language related to 
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explication of the particular qualitative methodology may be confusing and misunderstood 
(NHMRC, 1995). For example, misunderstanding may arise in the course of explaining why 
ethnomethodology and not phenomenology is used as a research methodology. Richards and 
Schwartz (2002) suggest standards of good practice can be put in place to help committees 
assess potential risks of anxiety and distress, exploitation, misrepresentation and 
identification. Such processes could assist committees when assessing unfamiliar research 
disciplines. 
To a degree there has been acknowledgment of the difficulties faced by qualitative 
researchers in their attempts to gain approval for their research proposals, with the 1995 
NHMRC production of a discussion paper to assist members of committees in their 
understanding of qualitative research proposals. The document posits the strengths of 
qualitative research and the contribution to health research of the social sciences. The 
document may be seen as political in nature as it approaches areas such as the relationship 
between theory, ideology and method. It prods gently at the notion that if a qualitative 
research is disallowed, there needs to be justification for this. 
The special relevance of this discussion to the assessment of 'qualitative' 
research proposals is that much research in health involves the collection of 
information concerning life experiences, where the same data can be subject to 
radically different interpretation by various parties. This may involve the 
presentation of hypotheses, or research designs, which are unfamiliar or often 
uncongenial. There is a danger that research proposals may be dismissed 
simply because of ideological disagreements between the applicants, their 
assessors, and/or the relevant committees. IECs should be aware of these issues 
and apply this awareness to consideration of such proposals. 
(NHMRC, 1995, p. 11). 
This document however, may not fully address the problem. Up until 1999, a mandatory 
member of ethics committees was a doctor of medicine who had research experience 
(NHMRC, 1992). This is no longer the case but IECs must have membership which is able 
to deal with the range of applications submitted (NHMRC, 1999). If the bulk of research 
proposals are clinical in nature, then the composition of the IEC must reflect this. Where an 
IEC has difficulty with a research proposal, it may consult with an expert to assist in its 
decision-making but the IEC must satisfy itself that there is no conflict of interest (NHMRC, 
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1999). The inclusion of lay members on committees is also a requirement, but laypeople are 
seen to be relatively uninfluential compared to medical members (McNeill et aI., 1996). 
Although there have been some limited modifications recently, it is evident that ethics 
committees to some extent have struggled with non-positivist, qualitative approaches to 
research, approaches to research strongly located in Schools of Nursing and Social Sciences. 
There are some signs of change, however. The issue of qualitative research approaches was 
addressed in the National Statement (2007, pp. 25-28) which provides a discussion of the 
contribution of qualitative research methods, as well as presenting examples of types of data 
collection used in qualitative research. And guidelines for establishing merit in this research 
approach. Another important aspect to be considered is the political nature of research. 
Sensitive Research and Censorship 
Pinch (1996) argues that carrying out research related to health care is political. There may 
be challenges to prevent research being undertaken. There is evidence to suggest that 
pressure is exerted on researchers in a number of ways to restrict their research endeavours. 
Some influences may be more overt than others. For example, there are some issues 
researched that may be seen as sensitive. However, the issue being researched may not make 
it of a sensitive nature. Rather, it may be what is revealed. The outcome of the research, that 
is, the research findings, may present highly critical or concerning implications. In this case, 
the research project may be hampered at any time. However, in other cases, research is 
hampered or prevented because of differences in ideology, what is seen as being valuable 
and enforced through power differentials. 
Suicide research, for example, may be seen as a sensitive research topic. According to Lee 
and Renzetti (1993, p. 5) a sensitive issue " ... potentially poses for those involved a 
substantial threat, the emergence of which renders problematic for the researcher and/or the 
researched the collection, holding, and/or dissemination of research data." An example of 
just such research was that reported by Cowles who examined the life experiences of adult 
survivors of murder victims over the four months following the murder (1985 in Cowles, 
1988). 
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All applications for research need to be scrutinised and passed by IECs before the research 
can commence to ensure those involved in the research are protected. And this is where the 
notion of the "sensitive issue" becomes apparent: how well do ethics committees deal with 
sensitive issues, particularly those of researching suicide and attempted suicide? In relation 
to carrying out research with participants who have attempted suicide: will participation 
place them at risk of a further attempt that may result in their death for example? 
Yet, interestingly, the literature does not include (as yet) suicide research as being a 
particularly difficult topic, nor does it single out the suicidal or suicide attempters for special 
consideration. The guidelines (NHMRC, 1999) draw attention to the vulnerability of 
children and young people, those with an intellectual or mental impairment, those in 
dependent or unequal relationships, the unconscious, amongst others, but not those who have 
made a suicide attempt. There could be an a priori assumption that people who attempt 
suicide are mentally ill or have a mental impairment but this assumption is not always 
reflected by public and professional practice in response to suicide attempts. 
It is not always the case that patients who attempt suicide are followed up by specialist 
mental health treatment teams. They may be referred back to a general practitioner for 
follow up. Many suicide attempters do not come into contact with the helping professions 
after their attempt (Cantor et aI., 1999). There is no clear recognition that the suicide 
attempter has a mental impairment and therefore would come under the NHMRC guidelines 
as a noted vulnerable group. This area is further discussed from page 53. 
Furthermore, according to Mason (1997), all research has the potential to be sensitive. It is 
not the issue per se, it is the social context that surrounds the issue being researched and the 
interrelationship between the two that generates the sensitivity. He also writes that 
sensitivity is not a given: there may be individual interpretation resulting in differences of 
opinion about what constitutes a sensitive issue. Mason states however, that it is not the 
notion of an issue being sensitive that is of concern. What is of concern is that pressure can 
be exerted to censor the research (Mason, 1997) whether deliberately or inadvertently and 
that research may be seen as sensitive because it has the potential to reveal something about 
another profession. 
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Mason (1997) claims that censorship of research can occur at any of three levels: before 
ethical approval, through impediment of the progress of approved projects or the publication 
of completed projects. The following statement by Mason reveals aspects of the ethical 
process with direct relevance to this thesis. 
Ethics committees can decline to give approval based on factors other 
than an ethical analysis. Although they use 'ethics' as the rationale 
for refusing approval, this belies more sinister motivation. Decisions 
can be made in private outside the more formal committee meetings. 
In healthcare settings ethics committees are often dominated by 
medical personnel who attempt to exercise their own agendas. 
Projects can be deemed to be methodologically flawed (italics added) 
when there is an ignorance of alternative scientific paradigms. 
(Mason, 1997, p. 4). 
One of the starting aims of this thesis was to investigate if medicine has the power to control 
and limit research and exert its power by influencing the process of the ethics application. It 
is acknowledged that the IEC can be used as the apparatus to control research. There is also 
the recognition of the 'territorial' nature of research. Mason (1997) states openly that nurses 
may be prevented from carrying out research because other professionals such as medical 
staff and psychologists do not want nurses researching in areas considered theirs by right. 
Mason (1997) is quite overt in stating that where there have been traditions of secrecy, such 
as those that surround large mental asylums, the censorship of research has been obvious. It 
is evident that the censorship of research can actually be carried out because of the power of 
certain groups such as medicine. 
Mason (1997) has discussed the notion of censorship in relation to research dealing with 
sensitive issues and the role of competing interests in research, noting that research can be 
prevented and justified in terms of flaws in the methodology of the research. These issues 
are echoed by Dolan (1999), who states that in the UK LRECs have had a direct impact on 
the development of all nursing research. He states: 
There can be few nurse researchers in the United Kingdom (UK) who have not 
had a rejection letter from a local research ethics committee at some point in 
their careers ... Ominous for nursing, however, is the ethics committee 
submission which is rejected because it is not understood by the committee 
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members (as opposed to not being understandable), or worse because those on 
the committee do not like the research method adopted. 
(Dolan, 1999, p. 1009). 
Dolan (1999) states that it is reasonable if a research ethics proposal is rejected due to 
methodological flaws but that rejection of ethics applications is usually related to the 
historical legacy of ethics committees in the UK being dominated by medicine and whose 
outlook is philosophically positivist. He writes that medicine has an internalised belief that 
only doctors of medicine "have the intellectual and professional training to undertake 
research that is valid and worthwhile." (Dolan, 1999, p. 1009). He goes on to discuss the 
beliefs of medicine, which he considers a profession which denigrates other research not in 
tune with its own philosophies and champions positivist-based research for its superiority. 
Dolan cites Luker (1999) who made the observation that the standard by which all research 
is measured against, the randomised controlled trial, is seen to make a worthier contribution 
to the research agenda of the British National Health Service (NHS) than studies from a 
qualitative perspective, even when well conducted. He claims that nursing knowledge will 
remain impoverished because in an effort to appease and gain approval, quantitative 
elements will be introduced into the study. The outcome of this is further research into an 
area of nursing that has been comprehensively studied, leaving other aspects of nursing 
relatively unresearched. 
[t]he end result is that the body of nursing knowledge remains relatively anorexic as 
nurse researchers are steered away from fleshing out the conceptual and philosophical 
dimensions of what nursing is and instead add further bulk to the understanding of 
what nurses do. 
(Dolan, 1999, p. 1010). 
Moreover, Dolan wonders if an effect of research ethics committees not liking the questions 
that nurse researchers ask, in order to further knowledge about nursing will be a loss of 
interest in _ asking questions by nurses. Nursing is in the "adolescent phase" of its 
development (Dolan, 1999, p. 1010) compared to social sciences research. The latter is more 
developed in that health research emanating from the social sciences is competing for 
funding from health research funding bodies. However social science researchers, especially 
those who use qualitative methods, face a research environment which is particularly hostile 
(Daly, 1998). Daly's is not an isolated account of the experiences of a non-positivist-based 
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health researcher applying for funding but serves to illustrate the difficulties faced by them. 
(See also for example Colquhoun, 1996). 
There are parallels that can be drawn between the processes of gaining the ethics approval 
required before undertaking health research such as suicide research, and the processes of 
gaining funding for research proposals from health research funding bodies. In her paper 
written to examine the processes of gaining funding for qualitative research and subsequent 
lack of success, Daly (1998) discusses these difficulties. She states that the strength of 
diversity of qualitative research methodologies, from the more difficult action research to the 
simpler content analysis, is a problem for not only those unfamiliar with qualitative research 
terminology but also for other qualitative researchers. Consequently, when applications for 
funding are sent out for review even to other researchers from a qualitative background, 
there may be an inability to fully comprehend the differences between qualitative 
approaches, resulting in a low assessment score and hence non-approval for funding. Social 
scientists may refuse to assess applications because they may lose credibility as both an 
assessor and as a researcher if they assess an application as excellent and afford it a high 
score whilst other assessors score it poorly. As Daly states "[s]ome social scientists are so 
scarred by the process of research funding that they refuse to review proposals sent to them." 
(Daly, 1998, p. 20). They have been deterred from applying for funding because they are 
unlikely to succeed, and ''the perception could well be that we are being asked to legitimate a 
process which is more effective at excluding than including qualitative research." (Daly, 
1998, p. 20). 
Daly reported that in addition to having her own proposals assessed by one, or often two, 
qualitative assessors, they had often been sent to researchers whose background is usually 
from quantitative health disciplines "or, even more ominously, clinical." (Daly, 1998, p. 20). 
In these cases, there may be "frank misunderstanding, even overt antagonism" (p. 20) and 
the report scores low, leading to little hope of funding. There was no access to knowledge of 
who assessed the proposal and their suitability, or at times even to the assessor's report, thus 
there was no accountability. "All we can do is infer, on the grounds of the assessors' reports, 
what the particular prejudices of the reviewers might be and then respond to their 
comments." (Daly, 1998, p. 20). 
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Daly contrasts this process with that found in the medical or clinical disciplinary areas which 
"has its differences" but is united "theoretically, methodologically and philosophically, 
reinforced by a commitment to the interests of the profession." (p. 20). There may be cross-
disciplinary assessment for funding but in essence the coherence of the disciplinary 
approaches remains intact. She states "It is not clear to me that funding bodies appreciate 
these disciplinary differences or allow for them in the allocation of funding." (Daly, 1998, 
p.21). 
There are issues related to how qualitative research proposals have been or still may be dealt 
with in regard to ethical approval. These issues are a real problem for researchers seeking 
funding for their qualitative research but no more of a problem for researchers who maybe 
discouraged from carrying out research. There have been problems identified in the 
censoring of research that may occur as part of the ethics approval process but may be 
couched in ethical terms. In reality, this may be the exertion of the will of powerful groups 
over others, reflecting the dominance of an ideology. This leads one to speculate that IECs 
are able to limit research because of ideology, the influence of positivism exerted through 
the medical profession's control of research agendas and subsequently over health funding 
bodies. This leads to research proposed by nursing and the social sciences, as examples of 
disciplines who have embraced non-positivist research methods, being refused or even 
denigrated or censored, and has deterred researchers who use non-positivist methods from 
making applications or has led then to conceding to positivist methods in their applications 
to ensure that research is approved by IECs. This situation will be discussed later in this 
thesis. 
The literature covered in this section has discussed the reactionary development of ethics 
committees in response to controversy, with reference to the work of Chalmers and Pettit 
(1998) who identify repercussions for reviewers and researchers. It has described severe 
inconsistencies between committees, usually in relation to their administrative operations, 
but has noted that committees can vary widely, as evidenced through issues identified with 
multi -site research. Of more concern are the reports of qualitative and disciplinary bias, and 
51 
censorship of research by committees. The grounds for this bias have not been because of 
the populations studied, but because of what might be revealed as discussed above. 
The dissatisfaction with ethics committees by researchers seems to have developed into a 
small war, indicated by the title of the publication by Gillam, Guillemin, and Rosenthal 
(2006), titled 'Obstructive and power hungry'?: the Australian human research ethics 
process, although the title is somewhat qualified by the content ofthe article. Gillam et al. 
identified that researchers were more negative and critical of ethics committees than ethics 
committee members were of researchers. Even though there was some expression of 
satisfaction by both groups that the review process works well, concern was voiced by the 
writers because the negativity is widespread, and, as evidenced by the title, there were some 
extreme views. 
One disciplinary group particularly identified as dissatisfied with ethics committees are 
psychologists (Malouff & Schutte, 2005). Gillam et al. (2006), who stated their 
questionnaire used modified forms of items from Malouffand Schutte's study, found that 
their results differed from those of Malouff and Schutte (2005). Gillam et al. (2006) identify 
that in Malouff and Schutte's (2005) study of academic psychologists, no more than fifty 
percent felt that the process of ethics review worked well, fewer than the number identified 
by Gillam et al.. An area of dissatisfaction for psychologists identified by Malouff and 
Schutte (2005) included the use of unsuitable guidelines of ethics committees for 
psychological research, an issue that can be traced back to the legacy of the requirements of 
medical research in ethics committee review requirements. Papers by Gillam et al. (2006), 
and Malouff and Schutte (2005) have outlined specific areas of dissatisfaction of researchers 
with committees. Others identified by Malouff and Schutte (2005) are when a committee 
goes beyond its area of expertise, arbitrariness of decisions, lack of accountability to 
researchers, and the prevention of harmless research. They note that there is greater 
satisfaction where universities have faculty committees which review applications identified 
as low risk. 
McNeill (2002) has identified that the focus on following rules rather than following ethical 
principles has led him to change his 1993 positive view of ethics committees' review of 
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research to an "increasingly pessimistic." view (p. 72). It seems that most ethics committees 
are fulfilling the needs of the organisations they are part of, the research institutes and 
universities. This responsibility to further their organisation's goals, as well as the concerns 
that committees are responding bureaucratically to burgeoning demands on them (Dodds, in 
McNeill, 2002), may have resulted in some of the issues identified by Gillam et al. (2006), 
and Malouff and Schutte (2005). But more seriously for McNeill is the sacrifice of ethical 
principles by committees "blindly following rules, wIth little regard to whether or not the 
outcome is beneficial." (p. 72). McNeill (2002) states: "It is to be expected that people, with 
little understanding of ethics, and no training in ethics, will seek the reassurance of 
guidelines for their decisions .... I am concerned that review of research proposals by ethics 
committees may not be about ethics anymore, but about fulfilling institutional requirements" 
(p. 72-73). The outcomes of bureaucratic growth and increasing regulation are increased 
workloads, without any corresponding increase in protection of research participants, despite 
increased researcher requirements (McNeill, 2002), although McNeil also acknowledges the 
limitations of the critique of ethics committees as "instruments of bureaucratic regulation 
and control" (p. 73). 
The numbers ofHRECS have increased, and the existence of committees and their locations 
have become more easily identifiable. A survey of institutional ethics committees in 
Australia conducted by McNeill, Berglund, and Webster in 1988 identified 101 functioning 
ethics committees (1990), growing to 190 operating in Australia in 1997 (Blaskett, 1999). At 
the time of data collection for this research project, not all HRECs were registered with the 
AHEC. However, if a HREC reviewed applications for clinical trials, under the Therapeutic 
Goods Act 1989, it was required to register its existence with the AHEC (AHEC, 2002). 
There are now further reasons why HRECS are required, but not compelled by law, to 
comply with the current National Statement (NHMRC, 2007) by registering with the 
NHMRC, including receipt of funding through the NHMRC and Australian Research 
Council (ARC), privacy legislation, NHMRC recognition, quality improvement, publication 
information supporting ethics review of projects, information and assistance (NHMRC, 
2008). There are now 229 HRECs registered on the NHMRC (2008) web page, with 66 of 
these being Victorian committees. Contact details of each committee and links to its web site 
are also provided. 
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It is without doubt that the volume and scope of research proposals required to be reviewed 
by HRECS has increased. The Research Directorate for Southern Health which includes 
Monash Medical Centre has three ethics committees registered; Health Human Research 
Ethics Committees A, B, and C (NHMRC, 2008). It is not clear from the website how these 
three committees work operationally. They may all operate simultaneously with a limited 
number of proposals equally distributed amongst each committee, or each committee may 
rotate through the scheduled meetings so the work of the committee is not relentless and 
each has a break from review. That there are three committees should not mean that 
outcomes for the same research proposal presented to each of these committees should 
differ, which has been identified as an issue in the literature review already presented 
critiquing variations between committees. However, interpretation of guidelines will occur 
because of the different interests of and research environment of each organisation (Blaskett, 
1996). 
It must be acknowledged that the AHEC recognises that there may be differences between 
HRECs. All HRECs are required to function using minimum standards that each committee 
is required to achieve. There are a number of mechanisms provided to committees and 
members by the AHEC and NHMRC in order to diminish differences between committees 
as indicated above in relation to why HRECs should comply through registration with the 
NHMRC. Mechanisms used to achieve these ends are, for example; using an electronic list 
server by the AHEC to support all HRECs and to orient and educate members. Conferences, 
training days and seminars are also held. To become more familiar with the workings of 
ethics committees and to create networks to facilitate this research project, I attended a 
seminar as well as a training day in 2002, and attended the 2003 AHEC conference. Added 
to these strategies to diminish differences are bulletins, statements, supplementary notes, 
information papers and publications made available to committees and members. (For 
example, AHEC, 2002, 2007; NHMRC, 1992, 1995,2002,2003). Also supporting the 
training ofHREC members are programs conducted by the Australian Institute of Ethics and 
the Professions, and journals, such as the Monash Bioethics Review. Despite trying to 
achieve minimum standards and consistency through the mechanisms described, the quantity 
and scope of proposals reviewed; the nature of the applications received which reflect the 
primary function of the organisation; and the fact that committees develop their own 
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interpretation of "contradictory and ill-defined" human research guidelines, variations in 
processes for review and outcomes of consideration of proposals by committees will occur 
(Blaskett, 1999, p. 47). 
National Ethical Principles-Implications for Suicide Research 
In order to present a thorough critique of the role of ethics committees, an essential starting 
point is that the implications of the National Statement of Ethical Conduct in Research 
Involving Humans (National Statement) (NHMRC, 1999) are considered in relation to 
suicide research. When we look at these points, there is little to suggest the general public 
exposed to broad mental health surveys should not be exposed to research about suicide. Nor 
are those who have attempted suicide necessarily deemed mentally ill and therefore, too 
vulnerable to research. 
The National Statement, introduced in 1999, with the Australian Health Ethics Committee 
(AHEC) holding a series of workshops to enable various interest groups to become 
cognisant with the contents of the statement (Spriggs, 1999, p. 5), was enforced from 2000 
with what were previously called Institutional Ethics Committees (IECs), now Human 
Research Ethics Committees (HRECs), needing to be constituted under the terms set out in 
the National Statement amongst some of the changes (Gillam, 2000, p. 1). 
The primary purpose of the National Statement is to protect the welfare and rights of 
research participants (NHMRC, 2001, p.ll) and in doing so, to reflect basic ethical values of 
integrity, respect for persons, beneficence and justice. The secondary purpose is to assist 
(facilitate) research that will be of benefit to the researcher's community or to humankind. 
The principles reflect a merging of what Foster in The Ethics of Medical Research on 
Humans refers to as goal-based, duty-based and right-based moralities (Jones, 2002, p. 212). 
The National Statement has been reviewed and updated with a new version published in 
2007. As the researchers and ethics committee members were interviewed for this research 
before the 2007 publication, the earlier version of National Statement (2001) will be referred 
to in this study. In the most recent publication (2007), two areas of relevance for this thesis 
which were updated from the 2001 publication and may add to current best practice are the 
areas of risk, and qualitative methods. 
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In this section of the literature review, discussion of current best practice for the ethical 
conduct of research is confmed to consideration of what is elaborated through extracts from 
the National Statement (2001) and the commentary on the National Statement (2002). They 
will be discussed with specific reference to suicide research. HRECs are of necessity 
engaged in the assessment of the risks involved in undertaking proposed research. There 
may be no research project which poses absolutely no risk, whether to researcher, 
participants or society, as risk is inherent in conducting everyday life. However, it is clear 
that some proposed methods constitute more risks than others. The National Statement 
(2001) presents guidelines for committees to assist in the process of determining whether 
risks are justified in relation to the benefits of conducting the research. This involves the 
minimisation of all risks, as well as the assessment of how risks balance in relation to the 
likely benefits of the research. The National Statement sets out each ethical consideration for 
committees as integrity, respect for persons, beneficence and justice. 
Integrity, Respect for Persons, Beneficence and Justice 
Integrity 
Integrity is seen as "commitment to the search for knowledge, to recognized principles of 
research conduct and in the honest and ethical conduct of research and dissemination and 
communication of results." (NHMRC, 2002, p. C3). It may be worth considering whether 
HRECs have starting assumptions that take this as a normal result of current scientific and 
professional socialisation at Universities and Research Institutes in Australia. On the other 
hand, it is possible that researchers are viewed as lacking integrity, until proven otherwise. 
Respect for Persons 
The second basic ethical value of respect enjoins the researcher to consider the welfare, 
beliefs and customs of the researched. This includes the issue of whether the participants are 
competent to decide to engage in the research or not. This particular issue is quite pertinent 
to suicide research especially when that research involves research participants who have 
been selected in the basis of having made a suicide attempt. There is a proven link between 
mental illness and suicide attempts. This is evident in best practice standards identifying 
suicide risk in all client assessment of those entering mental health services throughout 
Australia as evidenced by assessment of suicide risk with all triage and intake interviews 
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(see Appendix 1, Barwon Health Mental Health Service) and supported in the literature in a 
discussion of recent guidelines instituted in mental health services in the UK (Reeves, 2004). 
Although a suicide attempt may not define one as mentally ill, the Victorian Mental Health 
Act, 1986 (Mental Health Act, 1998) sets out a criterion for admission to a psychiatric 
hospital as when one poses a risk or danger to self or others, that is, for the person's health 
or safety (Mental Health Act, 1998, p. 22). However, it does not necessarily follow that a 
person who is suicidal or has attempted suicide has a diagnosable or has been diagnosed 
with a mental illness. In the author's experience, for example, a person with an antisocial 
personality disorder, a diagnosis classified in the Diagnostic and Statistical Manual (DSM) 
of the American Psychiatric Association (DSM-IV-TR, 2000, p. 629), may attempt suicide 
but may be unlikely to be admitted to a psychiatric hospital. People with this disorder are 
often classified as 'bad not mad'. The decision may alter ifthere is a concomitant diagnosis 
of depression, for example. 
Do ethics committees assume that people who are suicidal are mentally ill and, thus, unable 
to decide to participate in research? Those who have a major mental illness are at greater risk 
of suicide than the general population (Gaynes et aI., 2004) thus best practice in mental 
health services includes suicide risk assessment. (See Appendix 1, suicide risk assessment; 
Reeves, 2004). Reeves' paper discusses the implication of the UK's vision to reduce suicide. 
"All members of the team ... have a responsibility to consider risk assessment and risk 
management as a vital part of their involvement, and to record those considerations" 
(Department of Health, 2001, in Reeves, 2004, p. 1). 
The central concern with relation to this ethical value of respect in relation to whether people 
who have attempted suicide should be excluded from research then is whether or not: 
1) a person who has attempted suicide is by definition 
a) part of a group likely to be mentally ill or 
b) mentally ill by definition 
and therefore 
2) whether this means they are incompetent to decide to participate, which relates to whether 
their capacity for informed choice is impaired; 
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3) whether this means they are not respected as a person if included as potential research 
participants. It could be argued that a basic right to life and respect might override some 
reduced competency, on the grounds that individual and societal benefit outweigh the 
problem. 
Where suicide-related research includes planned interventions, the risk to the participant of 
suicide may be decreased and the benefits of participating may outweigh the risk of the 
research not being undertaken. Where research is with vulnerable people, for example the 
mentally ill, they are at greater risk of suicide than the general population (see above re 
suicide risk assessment for those with a mental illness). 
There may be no capacity to consent if a participant is a mentally ill person. However, 
Holland (2007) suggests that at times the mentally ill are not given the opportunity to 
participate in research. People who receive or seek mental health services are assessed for 
suicide risk. Consent to an interview will be usually be given by a person seeking mental 
health services, and the risk of not asking about suicide is outweighed by the risk of suicide 
in people with mental illness. However, if the information obtained at such an interview is to 
contribute to research into mental illness, the person would need to provide consent for their 
data to be used for such purposes. Problems with consent may arise if the mentally ill person 
does not want their data used in a study or where they may not be informed that data may be 
used in some way. 
Where a person is an involuntary patient, they may not need to provide consent to undergo 
an interview which incorporates suicide risk questions. However, the issue of use of data 
attained in the interview arises. The amount of data collected is a ready source of research 
data and the practitioner may be tempted to make use of it. And, under the National 
Statement, section 1.11, at times this may be acceptable. This section states, "It is ethically 
acceptable to conduct certain types of research without obtaining consent from participants 
in some circumstances, for example, the use of de-identified data in epidemiological 
research, observational research in public places, or the use of anonymous surveys" 
(NHMRC, 1999, p. 13). 
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Beneficence 
Respect for all persons includes minimizing risk of harm or discomfort, but extends further, 
from avoidance of harm to promoting the wellbeing of not only participants, but to society 
which could benefit as a result of the research. The priority is the obligation on the 
researcher to give regard to the protection from harm of the person being researched. 
Questions for consideration for any suicide-related research proposal include: 
1. What are the risks of harm? For suicide researchers, the risk Qfharm of suicide of 
that person is likely to be greater if a research participant is found to have depression 
or suicide ideation, although there is no research which traces whether suicide 
ideation leads to suicide, or who out of suicide ideators will go on to attempt or 
complete suicide. In the general population, Martin, Roeger, Dadds, and Allison's 
(1997) study found that 23.2 % of 12-17 year olds surveyed had thoughts about 
suicide and 6.4% stated they had attempted suicide (cited in Rigby, 1998, p. 48). 
2. What is the magnitude of the risk? This question is of relevance to this study because 
it could be debated whether it is more harmful not to conduct suicide-related research 
than it is to conduct it. What if a research participant indicates suicide ideation? In 
suicide-related research, for example, the use of surveys to elicit information about 
ideation may identify those who are at risk of suicide in the general community. 
Suicide has been identified as "relatively uncommon" (ABS, 2007, p. 3) and a rare 
event (Maris et aI., 2000), and it follows that it would be costly to provide support to 
suicide ideators identified in large studies. Research is required in this area. At 
present, suicide risk assessment questions are not refmed enough to identify those 
suicide ideators who are more likely to attempt suicide. Suicide risk assessment 
questions should be able to identify those who are more likely to attempt from those 
who are only thinking about suicide and will not attempt suicide (Gaynes et aI., 
2004). 
3. Are the risks minimized "to a satisfactory extent" (NHMRC, 2002, p. C4) by the 
researcher through the design or the way the research is to be conducted? 
Determining 'a satisfactory extent' is difficult. How are participants to be recruited? 
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What are the safeguards required for a survey? Will face to face interviews only be 
allowed in order to warn participants of the nature and content of the study, and so all 
participants can be followed up immediately if they are identified as at risk. With a 
mail out survey, is providing the Lifeline or Youth Line assist numbers satisfactory? 
It is possible that there is variation between HRECs in what is deemed 'a satisfactory 
extent'. 
Further points made under the Beneficence section of the National Statement indicate that 
knowledge is secondary to the protection of the dignity and wellbeing of participants. With 
each research proposal, "risks and benefits of the research proposal" must each be 
"identified and fully evaluated" and reasonable efforts been made in order to minimize risks; 
but respect, dignity and wellbeing are of greater importance than knowledge (NHMRC, 
2002, C5). 
The statement "Is there a clear hypothesis?" indicates the positivist traditions of research that 
have been presented to HRECs. There may be some tensions arising when HRECs review 
qualitative research. 
One major burden for research participants is the burden of time. The burden on the 
participant may be greater where there is an obligation by researchers to follow up people 
identified by the research who are at risk. For research involving adolescents who are 
depressed or suicidal, there is some discussion of whether the researcher has an obligation to 
intervene, as this may be seen as interfering with the self-determination of the young person 
(Shochet & O'Gorman, 1995). Participants may not want to be burdened by the follow up. 
However, it would be more likely that research which does not provide interventions or 
active follow up after identification of risk would now be seen as a far greater burden for the 
participant because of a concern with suicide, and the risk unacceptable. How that follow up 
is provided to the satisfaction of the ethics committee varies between committees. 
Justice 
If certain methods of data collection such as the mail out survey, include questions on 
suicide, and are seen as posing greater risk, then approval may not be granted. For, example, 
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face to face research may be expensive to undertake in rural communities where it may be 
difficult to interview adequate numbers in a large geographical area. Therefore research 
including rural people using a face to face method will be less likely to be carried out. 
Methods which make use of the internet may be more inclusive of rural people but there 
would be fewer rural people with access to the internet than those with a postal address. 
Prospective participants would have to be browsing in the subject area unless it was 
advertised. But given the above literature on myths, HRECs might take issue with 
advertising, judging it as unsuitable risk ifthe word 'suicide' is mentioned. It may be felt 
that these people may not participate but may still adversely react to the advertisement. 
A further issue with mail out surveys is the unanticipated 'shock' of seeing suicide and 
related words in the letter of invitation, and the further concern of HRECs that someone 
other than the intended recipient opens the letter. 
Research Involving Children and Young People 
A young person is defined as someone who may have the maturity to decide to participate or 
not in research, whereas a child is unable to make a decision about participation due to a lack 
of maturity (NHMRC, 1991). Childhood suicide does occur (Fabian, 1986) although it is 
extremely rare (Riesch, Jacobson, Sawdey, Anderson, & Henriques, 2008). Young people 
are at risk of suicide, although the suicide rate for those 15 to 19 years of age is the lowest of 
all age-specific groups (ABS, 2007). The rates for children younger than 15 are difficult to 
identify from ABS statistics as they are included in the total numbers of deaths for all ages, 
but their ages are not stated (ABS, 2007). Suicide deaths are not the only focus for suicide-
related research with children and young people. It is the young people who are living and at 
risk of suicide who also require a research focus. Self-harm, an indicator of suicide risk is of 
concern for suicide-related researchers. Self-harm statistics taken only from hospital 
admissions for 2003 to 2004 identified that 28 percent were young people aged between 15 
to 24 (Berry & Harrison, 2007). This excludes those whose episode of self-harm does not 
result in a hospital admission. 
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Conclusion 
In this chapter, literature has been presented to furnish a contextual background for the 
operation of ethics committees in relation to suicide research. Firstly it has been noted that 
the current phenomenon of, in particular, youth suicide has established an urgent need for 
action informed by research. Further there has been recognition of complexity in defining 
the problem and identification of negative attitudes among health workers towards those 
who attempt suicide. These factors point to a need for broad, holistic methodologies and 
multiple perspectives to frame prevention, diagnosis and treatment suicide in an 
unprejudiced, evidence-based context. 
The history of scholarship about the links between attempted and actual suicide reveals 
dynamism and change in accepted knowledge and the concomitant persistence of myths 
about suicide. One myth of particular pertinence is the belief that talking about suicide will 
cause suicide. Current scholarship sees a link between attempted and actual suicide. 
Contemporary good practice in assessment and mental health broaches the topic of suicide 
ideation as a preventive tool. 
The positivist scientific paradigm has dominated scientific medicine in recent centuries and 
in early Durkheimian sociology. Such approaches have been criticised for understudying the 
links between attempts and actual suicide and, for example, imposing artificial, dualistic 
categories. Nevertheless, these views continue to be influential in framing research into 
suicide. More significantly, positivism retains its power through dominance of medicine in 
the health research sector. 
Medical dominance, achieved historically and currently maintained by its sovereignty over 
other health professions and by the near total control of health funding and research bodies, 
may be beginning to erode under the affects of 'managerialism' - a process of direct 
relevance to the operation of HRECs. 
The history of ethics committees demonstrates the significance of random reaction to 
controversy rather than a measured, rational, linear progression but has ultimately resulted in 
62 
a prescriptive and restrictive adversarial system that errs on the side of caution, possibly 
preventing political or sensitive research. 
Previous studies of ethics committees attest to irrationality in, and inconsistency and 
inefficiency of their operation, but efforts are made to provide minimum standards of 
protection through numbers of mechanisms. There is also some evidence of methodological 
bias against non-positivist research in Australia and until 1999, there were mandatory 
requirements that medicine be represented. When the National Ethical Principles are 
considered in detail in relation to suicide research, some questions arise, such as whether 
there is a starting assumption made by HRECs that researchers lack integrity, whether 
suicide attempters are classified as mentally ill and therefore iIi a named vulnerable category 
of the 'researched', whether some research methods are untenable for sparse populations so 
may reduce research with rural dwellers and the difficulties in measuring the possibilities of 
harm against the consequences of failing to research and follow up the issues. 
This literature furnishes the basis for much of the conceptual framework of assumptions and 
the main direction of the research and subsidiary questions. The literature review began with 
the aim of contextuali~ing a study in the influences of ethics committees on suicide-related 
research. The following propositions further precis the literature review, and when 
considered together, logically lead to a need for the research presented in this thesis. 
Suicide is perceived as a current concern, particularly for young males and for those in rural 
areas. Suicide impacts on family, friends and communities. Documenting and analysing 
suicide is difficult due to problems with definition and predication. Health workers often 
develop negative attitudes toward suicide attempters who massively outnumber completed 
suicides. Previous attempts are now seen as a strong predictor for completed suicides. 
Scholarship has been revised about the relationship between attempted suicide and actual 
suicide. 
The Australian Government responded to concerns about youth suicide raised in the 1990s 
with specific funding for research. The Victorian Suicide Task Force recognised the 
limitation of a narrow medical approach and the need for a multidimensional conceptual 
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framework and strategies including prevention, intervention and postvention that recognise 
the complexity of the phenomenon of suicide and the difficulty in establishing causality. 
Debates continue over Stengel's (1971) influential separation of suicide attempt (' cry for 
help') and actual suicide. Jack (1992) believes that suicidal behaviours are on a continuum 
from ineffective to effective rather than separate categories of unintentional and intentional 
suicide. Amidst terminological confusion, the term 'parasuicide' has now more currency but 
may be putting the focus wrongly on the notion of deliberately non-fatal self-harm. 
Public health media highlight myths about suicide which may have once been accepted 
professional knowledge but which is now superseded. A significant myth is that talking 
about or mentioning suicide will cause a person who had not previously thought of suicide to 
think about it or 'plant the seed', or may cause it. Clinical practice recognises that attempts 
are risk factors for suicide so questions are asked in assessment tools. 
Positivism has been the dominant paradigm in medicine. Positivism involves the application 
of science to understanding with the aim of establishing law like statements, clear definitions 
of concepts and hypotheses that can be tested. Positivist sociology has been applied to 
suicide research since Durkheim' s foundational work. Positivism leads the researcher to 
attempt to reduce phenomena to single elements and clear categories (reflected in the work 
of Stengel in his distinction between suicide and parasuicide and Dearn in relation to 
categorising suicide and sexuality). 
Medicine attained historical dominance over the division of labour in health care through 
autonomy, authority and medical sovereignty. Medicine has had a powerful position 
compared with other disciplines like Nursing in relation to research funding. Medicine has 
been in a position to restrict research that does not reflect its preferred positivist paradigm. 
Medical dominance is currently being eroded by other forces in society, most importantly 
managerialism. Historic medical dominance and managerialism are each reflected in the 
formation of national ethics committees. Ethics committees have evolved over 100 years but 
particularly in response to violation of human rights in the twentieth century. Chalmers and 
Pettit (1998) claim that main developments in the process of establishing ethical review have 
been in response to negative controversy. Thus ethics committees have been reactive in their 
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nature. As a result of this history, caution and an adversarial style that could limit research 
has developed. Chalmers and Pettit (1998) do not recognise the influence of medicine on 
ethics committees nor their lack of action in some notorious cases. They predict that ethics 
reviewers may prevent or restrict research (but more research is needed on this), and that 
researchers may become resistant to ethical processes, bypass, lose ownership or develop a 
culture that resists scrutiny (but more research is needed). 
Previous studies have demonstrated irrationality, inefficiency and inconsistency in the 
operation of ethics committees, but attempts have been made to manage inconsistencies 
through mechanisms to educate ethics committees and their members. Some studies have 
indicated that there may be a bias against qualitative and non medical research in ethics and 
grant applications. 
The sensitivity of research can relate to the implications arising from the research findings 
rather than the nature of the issue researched. There are no clear NHMRC guidelines that 
would stipulate suicide attempters as a vulnerable group or attempted suicide as a 
partiCUlarly sensitive issue. Sometimes rejection of a project may be seen as censorship of 
research and may be justified by committees in terms of the proposed (non positivist) 
methodologies. Daly (1998) and Dolan (1999) suggest that medical dominance and 
positivism may collude to deny nursing researchers access to funding and ethical clearance. 
The guidelines of the National Statement on Ethical Conduct in Research Involving Humans 
cite key areas in relation to integrity, respect for person, and benefit to society outweighing 
possible harm or discomfort and justice. It is argued here that suicide ideators and attempters 
are not especially vulnerable, not defined as medically ill and that given current concerns 
about suicide, the possible harm or risk arising from including suicide ideators and 
attempters as research participants should be assumed to outweigh the potential benefit to 
society of research involving them. The following chapter looks more broadly at the 
epistemological and theoretical framework regarding the research. 
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CHAPTER THREE 
Theoretical Framework: Critical Theory, Feminism 
and Weberian Concepts 
Introduction 
This section ofthe thesis introduces Habermas' epistemologies or knowledge constitutive 
interests (technical, practical and emancipatory interests) and puts forward that each of these 
interests has a place in suicide research. This section will then argue that the most 
appropriate theoretical framework for this thesis is a combination of emancipatory 
knowledge, combining a critical theory analysis and feminism. Critical theory and feminist 
theory are the most appropriate frameworks for this thesis as each has offered major 
critiques of the empirico-analytic epistemology of which positivism is a dominant form, 
described by Habermas as technical knowledge. Additional dimensions to the theoretical 
framework are the Weberian concepts of social action related to power, authority and 
legitimacy, bureaucracies, and the nature of irrationality and rationality. 
Critical theory and feminism each seek to critique limited understandings of what can be 
known and who can be knowers, and argue for alternative views related to knowledge than 
that which comes from technical interests and which is represented by positivism. However, 
it is contended that critical theory fails to fully address the issue of gender. Feminist theory 
is put forward as an explanation of how the issue of knowledge has been developed from a 
masculine world view epitomised by positivism. It holds that research generating knowledge 
from this view point perpetuates the dominant male ideologies represented in positivism. 
Feminist theory also offers an analysis of the dominance of male medicine. Furthermore, 
feminist theory may be useful to explain differences in experiences of suicide researchers 
based on gender. Critical theory and feminist theory have in common the acceptance of the 
limitations of the empirico-analytic perspective of positivism and argue for alternative ways 
of generating knowledge through approaches to suicide research using multiple 
methodologies. 
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Many disciplines such as medicine, psychology, nursing, education and the social sciences 
have each at one time, accepted and acknowledged positivism as their epistemological 
approach. However, disciplines such as nursing, education and the social sciences have since 
eschewed positivism for alternative ways of knowing. For example, nursing has embraced 
the alternative phenomenological and humanistic approaches to knowledge and research, an 
approach which is more in line with the aspirations of a 'health-care' paradigm rather than . 
that of 'illness-cure' (Holmes, 1990). Holmes (1990) notes that it was a rejection of 
positivism that led to the identification of approaches which were not based on the natural 
sciences' understanding of human behaviour. The alternative approaches most notably 
articulated by Dilthey introduced the notions of "personal experiences of self and others, as 
well as the role of personal beliefs and meanings in the interpretation of the world and its 
phenomena" (Holmes, 1990, p. 190). Holmes (1990) goes on to discuss the flourishing 
"post-positivist thrust in social theory" influenced by Habermas and Gadamer of the 
Frankfurt School of critical theory, Schutz' and Husserlian phenomenological sociologies, 
and ethnomethodologies such as that led by Garfinkel. 
However, the role of critical theory was not to completely disregard the contribution of 
positivism or science. It acknowledged the maj or gain of the "introduction of a rigorous 
conception of objective knowledge into the study of human and social life" (Carr & 
Kemmis, 1986, p. 133). Thus, according to Carr and Kemmis (1986), the contribution of 
Habermas to critical theory was to imbue critical theory with the rigour and explanatory 
power of modern science. They state: 
Just as positivism had sought previously to rescue the social sciences from 
philosophy by insisting on logical unity with the natural sciences, so critical 
theory sought to rescue the social sciences from the natural sciences by 
preserving the concerns of classical 'practical philosophy' with the qualities 
and values inherent in human life. 
(Carr & Kemmis, 1986, p. 133). 
Habermas' contribution to critical theory through his work 'Knowledge and Human 
Interests' (1971) interprets and puts forwards assumptions about critical theory drawn from 
the unique contributions to the Frankfurt School by various theorists, most notably Max 
Horkheimer, Theodor Adorno and Herbert Marcuse (Holter, 1988). Critical theory 
acknowledges three viewpoints or categories of knowledge from which our social realities 
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are viewed. According to Holter (1988), these distinct cognitive interests are technical: based 
on the empirico-analytic science; practical, based on the historical-hermeneutic sciences and 
emancipatory interests based on critically oriented sciences. Critical theory may be seen as 
the middle ground between the dominance of positivist theory and its challenger, 
interpretivism (Carr & Kemmis, 1986). 
The role of critical theory is to question the relationship between power and knowledge and 
offer critique, a Marxist concept which examines reality and uncovers the invisible through 
the peeling away of those things we take for granted: the invisible aspects of power (Cheek, 
Shoebridge, Willis, & Zadoroznyj, 1996). It is for these reasons that critical theory is offered , 
as one aspect of the theoretical framework for this thesis. Critical theory is appropriate as an 
approach to this research for several reasons. It is able to offer a framework for analysing 
and explaining the following: the possible frustrations of suicide researchers who come from 
paradigms not aligned with positivism, and the power of medicine to control suicide research 
both through its contention that positivism is the most appropriate framework for suicide 
research and its subsequent influence on IECs. According to Carr and Kemmis (1986), a 
critical social science also offers the action required to eliminate the sources of frustrations. 
However, critical theory does not account for nor offer a complete explanation for the role of 
medicine in suicide research. Critical theory fails to address the issue of gender in relation to 
this thesis topic and for this reason, feminist methodology is called upon. Feminist theory 
has offered a critique of both positivism and critical theory. 
Feminist theory presents a major critique of male positivist approaches to the generation of 
knowledge. It claims that not only have these approaches faIled to adequately explain the 
experiences of women, but that the knowledge generated from them has contributed to 
women's silencing and oppression. It is claimed by feminists that "the voice of science is a 
masculine one" (Harding, 1987, p. 3). For example, Carol Gilligan's (1982) research 
published as In a Different Voice critiques Lawrence Kohlberg's research on the 
development of moral reasoning by proclaiming the different but equal position of the 
development of girls' and women's moral reasoning compared to that of boys and men, put 
forward by Kohlberg as different and inferior. Harding (1987, p. vii) offers an analysis ofa 
number of previously taken-for-granted beliefs about the history of scientific method and the 
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pursuit of knowledge which she claims are now "thrown into doubt by the new research on 
women and gender." 
Critical theory has not been adequate as a theory for feminists. Feminist theory and resulting 
feminist research methods offer an alternative emancipatory approach to research from 
empirico-analytic knowledge, historico-hermeneutic knowledge and the critical theory 
articulated by Habermas. Although emancipatory, feminist research has developed from a 
point of view which locates the experiences of women as central. Fraser's analysis of critical 
theory (1989) points out its shortcomings in relation to feminist analysis. 
Fraser (1989) writes of Habermas's professed support of women's liberation and critical 
theory's contribution to contemporary women' s struggles for self-clarification and wishes. 
However, Habermas and other critical theorists have not revealed much about the nature of 
women's oppression, rather, they have helped to hide or make it "occult" and have not 
recognised the difficulties of women. 
Sadly, the results are less than satisfactory. It turns out that Habermas's work, 
like that of many male leftists, remains untouched by the enormous recent 
outpourings of creativity in feminist theory. As a result his social theory 
reproduces androcentric bias at the level of its basic categorical framework . 
... These dichotomies [family/economy, private sphere/public sphere, 
symbolic reproduction/material reproduction, systemllifeworld] make it 
difficult to see, much less analyze, some important dimensions of male 
dominance in late capitalist societies. For example, they occult forms of 
domestic gender oppression that are not only "normative" but also 
"systemic" and "economic." Likewise, the dichotomies occult forms of 
gender inequality in the official economy and the state that are not only 
"systemic" but also "symbolic" and "normative." One result is that 
Habermas's theory misconstrues some empirical features of late capitalist 
societies. Another is that, politically speaking, it fails to do justice to the 
struggles and wishes of contemporary women. 
(Fraser, 1989, p. 8) 
Feminist research methodologies and methods such as those presented by Harding 
(Feminism & methodology, 1987) and Reinharz (Feminist methods in social research, 
1992) have not embraced critical theory. This is possibly because it "remained 
confined to the magic circle of academic institutions" until the introduction of action 
research during the mid 1970s (Mies, 1989, p. 119). So although critical theory 
offered a critique of positivism, feminist theory and feminist research grew out of a 
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desire to generate new methodologies rather than use old methodologies that "will 
again be turned into an instrument of oppression" (Mies, 1989, p. 120). Feminist 
theory extends critical the~ry as it does" ... justice to the struggles and wishes of 
contemporary women." (Fraser, 1989, p. 8). 
This thesis will adopt the approach following these theorists and will accordingly use 
as its theoretical framework the two acknowledged emancipatory paradigms, those of 
critical theory and feminism. Critical theory and feminism each offer a critique of 
power and knowledge and ways of overcoming these problems. 
In order to look more specifically at the operation of ethics committees and the behaviour 
and meaning attributed to actions by researchers, several concepts from the work of Weber 
are useful. Weber (1978, p. 4) provided both definitions of sociology and social action. 
Sociology ... is a science concerning itself with the interpretive 
understanding of social action and thereby with a causal explanation of its 
course and consequences. We shall speak of 'action' insofar as the acting 
individual attaches a subjective meaning to his behaviour-be it overt or 
covert, omission or acquiescence. Action is 'social' insofar as its 
subjective meanings take account of the behaviour of others and is thereby 
orientated in its course. 
This thesis makes efforts to come to a subjective understanding ofthe operation of ethics 
committees. 
Weber's work focused on the paradoxical nature of irrationally and rationality (Delanty, 
2000, p. 37) and has ordered rationality into four types of social action: instrumentally 
rational, value-rational, affectual and traditional (Weber, 1978, pp. 24-25). In the first, 
instrumental rationality, goals are achieved through how objects and people are expected to 
behave (Weber, 1978). Bureaucracy, law and economics are posited by Delanty (2000, p. 
37) as examples of being instrumentally ordered. Value-rational action occurs when there is 
no clear end point as with instrumental rationality, but is an end in itself because of a value 
upheld by an agent (Cheek et ai, 1996, p. 91). Examples given by Cohen (2000, p. 79-80) 
are honouring the dead or vegetarianism. It is the action itself which is the end point. There 
i~ however, debate about these values as motivating forces, in the example identified by 
Cheek at al. of saving lives at all cost. By contrast, affectual action is the result of the 
70 
outward and internal emotional state of the person (Weber, 1978). It has been identified by 
Weber (cited in Cheek et aI., 1996, p. 91) as contentious, but accounts for the behaviour of 
others, and because of this will provoke in ways not calculated to be instrumental both 
desired or undesired responses. Traditional action is that which occurs because it has always 
been done so (Weber, 1978). It is also on the margins of being meaningfully oriented 
(Weber, cited in Cheek et aI., 1996, p. 91) but is according to Cheek et ai. (1996, p. 91) the 
commonest everyday action, such as the wearing of caps by nurses when it served no 
practical purpose (Cheek et aI., 1996). 
Instrumental rationality or instrumental order has application here as ethics committees are 
examples of bureaucracies. Weber (1978) claims that pure forms of bureaucratic 
administrations can be the most efficient, precise, stable and reliable. Giddens' (1989) 
description of why they are effective includes the notion that bureaucracies remove the 
influence of "whim or caprice" (p. 279) in decision-making by using general criteria on 
which to base decisions. An effort will be made in this research to assess the rational action 
taking place in ethics committees and in motivating researcher action. 
Power, Authority and Dominance as the Bases of Legitimacy 
Weber identified four distinct bases for maintenance of social order that match his schema of 
social action: traditional, affectual faith, value-rational faith and legal or legal-rational faith 
(Weber, 1978, p. 36).Weberian concepts are also useful for considering the legitimacy of 
medical dominance and HRECs, as Weber was concerned with the way subjugated people 
act when power is exerted through legitimacy of the powerful, legitimacy being a 
cornerstone of power and authority (Cheek et aI., 1996, p. 93). Weber defines power as the 
ability to impose one's will, so that in a relationship, even in the face of opposition, a person 
can carry out his or her will (Weber, 1921 cited in Cohen, 2000, p.78), while those 
influenced look upon those exerting power in the social order as having legitimacy or 
appropriateness. Legitimacy may be seen as appropriate because the order is in the best 
interest of those involved or because the status quo is maintained. 
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Conclusion 
As can be seen, Weber's legacy of thought from the late nineteenth and early twentieth 
centuries holds continuing relevance in its analysis of the meaning of social action, aspects 
of rationality, power, of authority, legitimacy and 'the nexus with the bureaucracy of modem 
society. The broader epistemological frameworks of critical theory and feminist theory allow 
the critique of positivism, medical dominance and gender bias as they may be operating in 
the forum of consideration of ethics applications or the sensitive issue of suicide research. In 
the next chapter the unfolding nature of the research methodology is described. 
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CHAPTER FOUR 
Methodology 
Introduction 
The original research proposed for this thesis began in 1996 as outlined in Chapter Six as the 
Exemplar Case which sets out the issues involved in detail. The intention was to research 
people who had attempted suicide in order to identify their experiences of care after their 
suicide attempt. After two years of part time research on the literature and development of 
the research design an application to the ethics committee was made. Restrictions placed on 
the research sampling design involving recruitment from the community resulted in the 
identification of only one informant over a period of two years of attempts. The research 
proposal was then changed to alter the recruitment of participants to those who had attended 
hospital. There was a standoff between the University and hospital ethics committees, with 
neither able to make the first decision. The project was sent to an external reviewer to 
arbitrate but their decision was that the research was not worthwhile. As a result, the project 
was barred and so the original research was abandoned. The supervision team took up the 
suggestion of a member of the ethics committee to recast the research project to look at why 
the committees might be rejecting suicide research, hence the main research topic of this 
dissertation. The changed project was accepted as having minimal ethical sensitivity. 
In this chapter, the rationale for the methods used for the study on ethics committees and 
suicide researchers are set out. Case study research designs are explained, a participant 
recruitment strategy is set out, and an explanation of data triangulation given. A theoretical 
typology of suicide researchers (successful, modified, discouraged, dormant and silent) was 
constructed from my own experiences with my ethics applications for my dissertation to date 
and further extrapolation. A model of ethical approval pathways was then theoretically 
created to identify anticipated typical outcomes for the cases of suicide-related research and 
their proposers. 
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The Research Design 
The research design drew on the theoretical framework of critical theory and feminism as 
discussed in Chapter Three, because they offer major critiques of the empirico-analytical 
epistemology of which positivism is a dominant form. It involves a critique of what can be 
known and who can be knowers and argues for alternative views related to knowledge. It 
provides description, analysis and interpretation of multiple sources of data as provided by 
the multiple-case study research design, and in accordance with both critical and feminist 
theory, offers the possibility of emancipatory or transformative actions required to eliminate 
sources of frustration (Calhoun, 1996; Carr & Kemmis, 1986; Habermas, 1989). 
Methodology 
The following section details the methodological approach and research design which was 
used for this thesis. This research study used a multiple-case study research design in order 
to describe suicide research and the influences on it during the period ofthis research study. 
It began with the intention of gathering a large number of cases of suicide-related research 
and attempting a large survey of Australian ethics committees. However, as there were over 
200 Australian committees, it was decided that a more manageable project would result from 
inclusion of all suitable Victorian ethics committees to provide a representative sample. Data 
from all researchers and ethics committee members who sent in signed consent forms were 
included in this study. Succinctly, for the suicide-related research, 23 'cases of suicide-related 
research were gathered through brief, structured telephone or face-to-face interviews. Data 
from brief, semi-structured telephone (or face-to-face) interviews with 23 then current ethics 
committee members, and six past members were carried out. Surveys of all appropriate 
Victorian ethics committees were conducted. Also, examination of the National Statement of 
Ethical Conduct in Research Involving Humans (National Statement) (1999), relating to the 
conduct of research in Australia current at the time of the interviews was relevant for this 
thesis. Finally, six in-depth interviews were carried out with suicide researchers. All data 
sources used in triangulation are set out in Figure 4.1 (p. 79). 
Case Study Research Designs 
Case study research designs may incorporate either single or multiple-cases and may have 
either single (holistic design) or multiple units of analysis (embedded) (Yin, 1994). In this 
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research, there were multiple units of analysis as the cases studied were the actual cases of 
suicide-related research. Added to this, to provide rich data for analysis were the in-depth 
interviews: the experiences of six suicide researchers who had first provided a short 
description of a suicide-related research project and their related experiences around that 
project. · Suicide research endeavours selected for this study encompassed suicide research at 
the proposal stage of application to HRECs for ethical review, to published suicide research. 
Figure 4.2 (p. 81) developed from ~he Exemplar Case illustrates the possible outcomes for 
suicide research applications as a flow chart and will be discussed in more detail on page 82. 
The cases of suicide research were identified from suicide research conference proceedings, 
published suicide research, a snowball recruitment process and networking. (See Tables 4.1, 
4.2, p. 83). 
The multiple units of analysis for the case studies of suicide-related research of this 
embedded case study research design informed the protocol and directed the collection of the 
data base for this part of the study. These multiple units include: 
• the gender of the researcherls 
• disciplinary affiliation 
• institutional affiliation 
• methodology of research used to study suicide 
• the setting of the research 
• the track record or success rate of the researcher in suicide research 
• the researchers academic or clinical status 
• the date of the research endeavour 
• whether ethics approval was sought or needed to be given 
• the outcome of the application. 
The embedded nature of the research design is further supported as cases were drawn from 
different sites, that is, participants included researchers who may be academics at 
universities and other institutions such as hospitals, clinics or community health centres but 
who are from the same discipline. The research participants were initially identified from 
published suicide research. Each case of suicide-related research was further classified by 
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allocating each researcher into a typology in relation to their status and experiences in 
undertaking suicide research. In each case the outcome of the application had a direct effect 
on the applicant, whether it led to their continued involvement in suicide research or acted as 
an influence on suicide research. Applicants were identified as successful, conditional, 
. discouraged, dormant or silent applicants, as discussed below (See Figure 4.2, p. 81). This 
process provided one of the sources of data for data triangulation: the suicide researcher. 
At the time of development of this study, there were several directions or expectations about 
this research. The primary aim of the research was to 
1. Identify ifHRECs 'shape' and influence suicide research through their composition 
and decision-making processes. 
Further aims of this research were to: 
2. Identify whether decision-making regarding HREC approval of proposals to conduct 
suicide-related research is formal or rational, or ad hoc or arbitrary, or open to 
influence by HREC members with competing interests. Although there are formal 
guidelines for decision-making in these committees the aim is to identify informal 
processes for decision-making used by HRECs which are not articulated or evident 
but which are implicit. 
3. Identify ifHRECs are dominated by particular interests which exert power in 
decision-making regarding the suicide research application and applicant. 
4. Identify whether and/or which representatives on HRECs exert or have little 
influence in decision-making. 
5. Identify if suicide research is sensitive research as research on attitudes of those who 
care for suicide attempters has found that negative attitudes towards suicide 
attempters are held by both doctors and nurses alike working in general hospitals. 
Advantages and Disadvantages of (Multiple-) Case Study Research Design 
Case study methods are not without faults or problems. According to Hamel, Dufour, and 
Fortin (1993) two faults with case study methods relate to lack of representativeness, and a 
lack of rig our, which may be introduced as a bias emanating from the SUbjectivity of the 
researcher and participants selected to inform the study. However, they state that these two 
problems are most often cited as the major problems with any sociological study. Walker 
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(1983) builds on the notion of bias and has further misgivings about the interventionist but 
also conservative nature of case study research. However, despite these misgivings he 
believes that case studies, with regard to curriculum research at least, are integrative across 
disciplines, emphasise synthesis and are able to approach informal social structures as well 
as the formal in a way that is "flexible, eclectic and capable of creating surprises." (p. 155). 
Case study research may have as its focus either single or multiple cases. According to Yin 
(1994), multiple-case study research is not a different methodology to single-case study 
research. When comparing multiple-case with single-case designs, each have advantages and 
disadvantages. The first advantage of multi-case studies is that the resulting research is 
robust due to the compelling nature of the evidence provided through the replication of the 
cases examined (Yin, 1994). Where multiple-case study research design is used, selection of 
cases can result in either a "literal replication" where there is power to predict similar results 
or ''theoretical replication" where the results are contrasting but this outcome was able to be 
predicted (Yin, 1994, p. 46). Although time-consuming when compared to single-case 
designs, each case included in a multiple-case study design serves the purpose of providing a 
single 'experiment', and thus the design follows the logic of replication rather than providing 
data from multiple respondents such as in a survey (Yin, 1994). 
Use of the multiple-case study approach can be justified as an approach for this research. 
Case study research was once seen as exploratory but can be both descriptive and 
explanatory and is most appropriate to be used when the questions of 'how' or 'why' are 
being answered (Yin, 1994). In the case of this thesis, the question posed is 'Do HRECs 
influence the conduct of suicide research in Australia, and if so, how?' 
The cases focussed upon will be termed research 'endeavours'. They will be identified as 
coming from various disciplines currently researching suicide, such as nursing, social 
science, psychology, health promotion, and medicine encompassing the specialty of 
psychiatry . 
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Sources of Data 
Multiple-case study design is made more robust through the utilisation of many data sources. 
For this research, sources of data were researchers who had undertaken suicide-related 
research, HRECs, current and past individual members of HRECs, NHMRC guidelines and 
suicide research literature (see Figure 4.1, p. 79). Triangulation of data addresses the 
problem of construct validity. Outcomes of using triangulation are seen as being of higher 
quality than outcomes of those studies which use a single data source (Yin, Bateman & 
Moore in Yin, 1994). 
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Figure 4.1: Details of data triangulation 
NHMRC 
Documents 
NHMRC guidelines ~ 
HRECs 
Survey: 
All Victorian HRECs. 
Comments from HRECs on 
ethical decision-making 
processes 
r 
Fact: The conduct of suicide research in 
Australia is influenced by the HRECs. 
/ \ 
~ 
Suicide Researchers 
Brief, structured telephone (or 
face-to-face) interviews of 
cases ( endeavours) of suicide-
related research: Suicide 
researchers (see Table 4.1) 
Suicide Researchers 
Face-to-face semi-structured 
in-depth interviews: Suicide 
researchers (see Table 4.1) 
HREC Members 
Brief, structured telephone (or 
face-to-face) interviews: Current 
and past (previous five years 
1998- 2002) HREC members in 
Victoria 
Modified from Yin, 1994, p. 93. 
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Research Participants 
This research was designed to make use of mUltiple sources of evidence, a strength of case 
study research (Yin, 1994). As this study examines cases of suicide research, it is important 
to identify what will be defmed as suicide research. It is important that as many facets as 
possible of suicide research are examined as cases: some types and methodologies of suicide 
research may be more or less ofan issue to HRECs than others. For example, review of the 
epidemiology of suicide through the examination of Australian Bureau of Statistics (ABS) 
data varies greatly from a study of the perceptions of hospitalised adolescent suicide 
attempters of their entire suicide experience from precipitation of the event to outpatient 
therapy. 
Suicide research has been hampered by a lack of agreement over definitions, particularly 
definitions describing attempted suicide (Cantor et aI., 2000). A review of literature related 
to suicide (NHMRC, 2000) included the following terms: those terms related to deaths are 
suicide and completed suicides; the terminology related to an attempt which did not result in 
death is suicidal attempt/s, suicide attempt/siers, attempted suicide, suicidal behaviours, 
parasuicide, (non-fatal) deliberate selfharm, non-fatal self poisoning, failed suicide, 
imitative suicide. Suicide attempts of unclear outcome may be termed self-poisoning and 
(drug) overdose. There are also terms used to describe thinking about suicide or attempted 
suicide: suicide ideation or ideators. Therefore, suicide research examined in this study 
included research which may have had one of the above keywords. 
Suicide researchers who participated in this study also included those who conducted 
research that examined attitudes, beliefs or experiences of people who work professionally 
with those who attempt suicide and surveys of the broader population. It incorporated 
research examining epidemiology, prevention, intervention and postvention of suicide. For 
this study, suicide research also included surveys of populations which incorporated data 
related to suicide, attempted suicide and deliberate self harm, such as suicidal ideation. 
Attitudinal scales relating to caring for people with mental health or psychiatric problems 
very often includes data relating to those who are defined as self harming or suicide 
attempters and, thus, were included in this definition. 
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Figure 4.2: Model of ethical approval pathways of suicide research endeavours and typology of researchers. 
NB. Multiple applications to different HRECs may follow different pathways and have different outcomes. 
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Participant Recruitment 
Table 4.1: Participant recruitment strategy 
Successful 
Publication (snowball, network) (purposive sampling) Conditional 
Modified 
(Discouraged) 
Discouraged 
SnowballlNetwork Dormant 
Silent 
Table 4.2: Typology of cases of suicide researchers 
Category 1 • No changes required 
Successful Or 
• Conditional approval given and evidence required is written 
report to HREC on how ethical changes will be addressed 
Category 2 • Some conditional changes including how participants recruited 
Modified • May lead to refocus recruitment of participation or who is 
subject of research 
• Resubmit application to full or executive committee 
Category 3 • Conditions including methodological critique leading to 
Discouraged methodological realignment or other major modification 
• Refocus research onto different group or perspective 
• Resubmission required 
• Committee may be unable to make decision and defer to 
outside expert for advice 
• Research mayor may not be able to be undertaken 
Category 4 • Attempted suicide research but no longer active as too many 
Dormant obstacles 
• Changed research focus 
• May become active again given right circumstances 
Category 5 • Interested in suicide research but cannot envisage or not 
Silent confident of approval thus have never lodged suicide research 
ethics application 
Other participants include current and past members of university and hospital HRECs and 
theHRECs . . 
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Flow Chart of Ethics Applications 
The flow chart, Figure 4.2 (p. 81), provides a model of the ethical approval process 
pathways, and was developed from the Exemplar Case and before data gathering to identify 
the process of ethics application from submission of the proposal to approval, and to indicate 
possible outcomes for the researcher such as publication. The flow chart diagrammatically 
sets out the possible outcomes for suicide research applications to HRECs, as well as 
possible outcomes for the researcher of the application process. For analysis of the suicide-
research related data, each case of suicide-related research was grouped and discussed 
according to the processes that occurred during the review of the application, the ultimate 
outcome ofthe application and the effect on the researcher. The flow chart is presented again 
in Chapter Five B after the cases of suicide-related research were analysed, and variations 
from the processes which were not predicted in the initial flow chart presented in this chapter 
are added. In Chapter Five B, the actual numbers in each category are identified. 
One subunit of analysis reflects the researcher's status related to success of the research 
endeavour. Participants were identified as successful, conditional, modified, discouraged, 
dormant or silent applicants (see Figure 4.2, p. 81; Tables 4.1 & 4.2, p. 83). Figure 4.2 (p. 
81) forms a framework for the identification of participants and also for the analysis of the 
processes of how suicide research was shaped through the ethics application process. The 
mechanism for identification of those research endeavours which were deemed as successful 
and conditional applicants was use of already published research articles and also 
networking. Successful applicants may not have been required by the ethics committee to 
make any changes to their protocol or may have received approval in condition that the 
proposal protocol be modified: a conditional applicant denotes that the research was 
approved but only on condition certain changes were made conforming to the requirements 
set out by the HREC. This type of sampling (purposive sampling), occurs when a judgement 
is made regarding who makes up a representative sample (Skodol Wilson, 1993). In this 
case, the sample made up by successful and conditional applicants were an identifiable 
group. These participants were selected from current and past published suicide research 
from across a range of disciplinary areas. However, approval of a research proposal by an 
HREC did not necessarily result in the research being undertaken. Researchers who have had 
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this experience of being approved without conducting the planned research may be classified 
as any group except silent researchers. 
The next subgroup identified was that of discouraged applicants. This group included all 
those who had to resubmit their ethics application after it had been initially rejected or who 
were required to make changes due to major ethical or methodological issues. Some 
applicants may have needed to make changes to their recruitment strategy or to refocus those 
chosen to be researched. In the case of a discouraged applicant, the research was modified 
ethically or methodologically, or the committee was unable to make a decision and referred 
the ethics application to an outside source for advice. The next subunit is that of dormant 
researchers, those who have attempted but are who are no longer interested in suicide 
research. If the climate changed, they may again become interested in suicide research. The 
final subunit is that of silent researchers, meaning those who would like to research suicide 
but who cannot believe that they will ever get approval so never lodge an ethics application. 
These latter participants, discouraged, dormant, and silent were identified from interviews 
and networking. Table 4.1 (p. 82), sets out the typologies and the recruitment strategy used 
to find participants identified as suicide researchers. 
Numbers of Participants 
The number of anticipated participants differed for each category of data contributing to the 
study (see Figure 4.1: Details of Data Triangulation, p. 79). The initial intention was to 
survey all university HRECs in Australia and a representative sample of hospital or other 
institutional HRECs. However, owing to the scale of such an undertaking this was modified 
to include all HRECs in Victoria and the individual members included those who were 
current and past members ofHRECs as this was seen as being able to represent Australia-
wide trends. Fifty-five Victorian HRECs were identified as potential participants. The 
number of suicide researchers who provided information about their research endeavours 
was to be determined by the point at which saturation occurred, that is constant comparison 
across data sets, categories or concepts identified until there were no new information or 
characteristics. Yin (1994) contends that up to four cases with some differing characteristics 
in each satisfies the replication logic required in case study research and nine to twelve cases 
84 
would provide an initial proposition with substantial support. Twenty-three cases of suicide-
related research were recorded for analysis. 
Research ToolslMethods 
According to Yin (1994), case studies are strengthened through the use of as many sources 
of evidence as possible, such as documents, archival records, interviews, direct observations, 
participant observation and physical artefacts. In this research the sources were provided by 
suicide researchers, with a brief, semi-structured telephone or face-to-face interview with a 
number of researchers to describe a case of suicide-related research. The original design had 
made provision for follow up in-depth interviews with researchers. With the ethics 
committee members, brief, semi-structured telephone or face-to-face interviews were 
undertaken with current and past members of HRECs, as well as each committee surveyed 
for its membership composition and for each committee to review three suicide-related 
research scenarios. 
Documents were also a component of the evidence collected. Documents provided by the 
suicide researchers focused on the documentation received by them relating to their ethics 
applications. In relation to HRECs, documents consisted of a survey of all institutional 
HRECs who were asked to deliberate on three ethics applications presented to them and to 
provide rationales for their decision-making. There was also a presentation of policy 
documents from the central body that administers health research in Australia, the NHMRC. 
In line with the theoretical framework of this thesis which focuses on critical and feminist 
theory, feminist content analysis was used to analyse the data collected (the interviews, 
documents including the HRECs surveys, NHMRC documentation and the published suicide 
research). Feminist content analysis is a deconstruction that searches for contradictions "that 
illustrate the pervasive effects of patriarchy and capitalism" the method relying on "an 
oppositional or subversive feminist reading' (Reinharz, 1992, p. 149). 
When collecting data, Yin (1994) states three principles of data collection. Firstly, that case 
study methods are strengthened through the use of multiple sources of data. The purposes of 
using multiple sources of data are that it allows for triangulation of the data, that is, 
independent corroboration of the same fact or data. Secondly, there also needs to be a case 
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study data base created through the way collected data is organised and documented so that 
evidence collected can be maintained separately from the report and can be consulted 
separately from the report. Finally, the chain of evidence needs to be maintained as this 
increases the reliability of infonnation, enabling a reader to trace backwards or forwards the 
steps taken which follow where evidence was obtained to the conclusions of the case study. 
Figure 4.1 (p. 79) is taken from Yin (1994) with the sources of data identified for this 
research inserted. 
Case Study Protocol 
According to Yin (1994) the development of the case study protocol is an essential part of 
the research as it contains the instrument for data collection, and the procedures and rules 
needing to be followed in multiple-case designs. The protocol is a guide for the study but 
also serves to increase the reliability of the study. It is evident that the protocol is especially 
crucial where several researchers are collecting data for multiple cases at mUltiple sites. It 
should be made up of the following elements (from Yin, 1994): 
• An overview of the case study project (project objectives and auspices, case study issues, 
and relevant readings about the topic being investigated) 
• Field procedures (credentials and access to the case study' sites', general sources of 
infonnation, and procedural reminders) 
• Case study questions (the specific questions that the case study investigator must keep in 
mind on collecting data, 'table shells', for specific arrays of data, and the potential 
sources of infonnation for answering each question) 
• A guide for the case study report (outline, fonnat for the narrative, and specification of 
any bibliographical infonnation and other documentation). 
(Yin, 1994,pp.64--65) 
The protocol is important as it is a reminder to the researcher about the focus of the case 
study, and it compels the anticipation of problems such as completion of reports including 
consideration as to who might be the audience. 
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Analysis of Data 
Analysis ofthe data collected was through critical feminist content analysis. Content 
analysis is the systematic study of a set of objects or events by counting them or through the 
interpretation of themes contained in them (Reinharz, 1992). Content analysis may be either 
quantitative or qualitative or interpretive (Reinharz, 1992). Categories of data are identified 
that capture the content and character of the documents. To do this involves looking for 
recurring regularities, categories, typologies or themes in the data (Merriam, 1988). 
It is fundamental to case study research that the modes of analysis be developed when the 
protocol for the study is developed (Yin, 1994). The four techniques recommended by Yin 
(1994) are pattern-matching, (the most desirable technique), explanation building, time-
series analysis and program logic models which are applicable to single or multiple-case 
design. However, as Yin (1994) notes, it is far more important to have a "general analytic 
structure" (p. 103) in place initially and he outlines two strategies. The less preferred method 
is the development ofa descriptive framework enabling organisation of the study which is 
used as an alternative to the preferred method of following the theoretical propositions which 
culminated in the case study. 
In this study, the mode of analysis which appeared to best fit the research is "explanation-
building", which is a type of pattern-matching (Yin, 1994, p. 110). This process is "iterative" 
in nature and importantly has the following set of "iterations" which results in the final 
explanation of the research. Yin sets out the following process. 
Making an initial theoretical statement or an initial proposition about policy or .social 
behaviour. (In this research, this statement is 'The conduct of suicide research in Australia is 
influenced by the HRECs. '). There are then six steps in each iteration. 
• Comparing the findings of an initial case against such a statement or proposition 
• Revising the statement or proposition 
• Comparing other details of the case against the revision 
• Again revising the statement or proposition 
• Comparing the revision to the facts of a second, third, or more cases 
• Repeating this process as many times as needed 
(Yin, 1994, p. 111) 
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In this way, the gradual building of an explanation occurs. At the same time, other rival or 
plausible explanations must be posited and the objective is to show how these rival 
explanations cannot be built when faced with the evidence of the events presented from the 
cases. In this case, as multiple-case study analysis will be used, a cross-case analysis is 
created due to the explanation-building process and not just a process where each case is 
analysed individually (Yin, 1994). Yin notes that researchers need to be extremely aware of 
pitfalls in this method such as loss of focus. To ensure focus on the original topic, not only 
does there need to be constant reference to the original topic or question but also to rival 
explanations. Added to that, the three principles of data collection must be adhered to: the 
use of a protocol, an established data base and the development of a chain of evidence. 
This completes the section explaining the methodology or general approach, the methods 
and sources of evidence or data, and the analysis of the data that it was envisaged would take 
place. It does not describe the issues encountered in order to recruit participants for the 
study. This chapter has described the groups, related data and how it will be analysed. The 
following chapter describes how the participants were recruited, and the issues which arose 
from the process. It also provides descriptions of the cases of suicide-related research and 
characteristics of both ethics committee members and researchers. 
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CHAPTER FIVE A 
The Research Sample: Ethics Committees and 
Members 
Introduction 
Chapter Five describes how the potential research participants were identified and invited to 
participate in this research. Chapter Five A relates to ethics committees, and the process of 
identifying suitable Victorian ethics committees. How contact was made with the 
committees to invite participation of the committees and their individual members, current 
and past, is described and the difficulties faced at the time of the research are outlined. The 
characteristics of individual members of HRECs, both present and past, are provided. 
Chapter Five B describes the recruitment process for the researchers who contributed cases 
of suicide-related research. The characteristics of the researchers are set out according to the 
typology of suicide researchers previously discussed in Chapter Four (see Table 4.2, p. 83). 
This became the first phase of data collection about suicide researchers, and the focus was 
on 'cases' of suicide-related research. A second phase was required in order to provide in-
depth information about the researchers' experiences with ethics committees, and this is 
described in Chapter Six. Table 5.1 helps presents a summary of data from ethics 
committees, current and past committee members and suicide-related researchers. 
Table 5.1: Summary of data collected from ethics committees, members and suicide-related 
researchers 
Ethics Committees 
Chairs/Secretaries Current Past Suicide-Related Researchers 
Members Members 
Data Committee Experiences Experiences Case of In-depth 
composition of suicide- of suicide- suicide- interview 
related related related about 
3 suicide-related research research research conducting 
proposals applications applications suicide-
related 
research 
Method Written survey Telephone Telephone Transcribed Recorded 
(or face-to- (or face-to- telephone (or face-to-face 
face) face) face-to-face) interviews 
interview interview interviews 
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The initial step before data collection was approval from the appropriate ethics committee. 
Approval was sought and gained from the University of Ballarat Human Research Ethics 
Committee (HREC) before data collection commenced. This Committee noted that other 
participating committees might require individual ethics approval for the conduct of this 
research. In many respects, this process reflects the published literature on the subject of 
issues with HRECs as many of the frustrations I encountered were and are still encountered 
by other researchers. The story in this chapter is presented not only as a requirement of a 
thesis, but also contributes as a part of the body of research about ethics committees. 
Sources of Data: Ethics Committees, and Current and Past Committee 
Members 
Compiling a List of Ethics Committees 
In the original proposal for this research, it was anticipated that all university HRECs in 
Australia as well as a selection of clinically-based hospital or health area HRECs were to be 
invited to participate. However, once compilation of committee details began, the dearth of 
information about committees became apparent, for example, whether a committee actually 
existed, its address and contact details. The compilation of these committees was found to be 
too big an undertaking. Firstly, there was a sheer enormity to the process of finding all 
relevant Australian ethics committees, and secondly, each committee may have up to 16 
members. The numbers ofHRECs in Australia has grown significantly since 1988. McNeill, 
Berglund, and Webster conducted a survey of institutional ethics committees in 1988 
identifying 101 functioning ethics committees (McNeill, Berglund, & Webster, 1990). A 
more manageable alternative was required so it was decided to survey all suitable Victorian 
HRECs as a representative sample. All HRECs which may have deliberated on suicide-
related research proposals were to be surveyed. 
The processes undertaken to gather information about the existence ofBRECs and contact 
information were convoluted, time-consuming and frustrating. A university web site may not 
list all faculty or departmental subcommittees which operate in the university nor give 
contact details, nor maya listing be found of which faculties or departments may submit to 
which particular subcommittee. Multi-site campuses further obscured the process as not all 
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sites carried the information so all campuses needed to be searched. Information regarding 
the existence, location and contact details for HRECs could mostly only be obtained by 
contacting each Victorian university and public and private hospitals. 
At the time of compiling the list of ethics committees in Australia, with few exceptions there 
was no repository of ethics committee information. The location and contact details were 
held by each committee's administrative officer in order to discuss issues that may arise in 
the conduct of research and to disseminate information. However, such details were not 
available to researchers. It should be noted that the names of any members or administrative 
or executive officers were not required, merely the contact details of each committee. An e-
mail to the AHEC in 2001 resulted in a refusal to furnish any details about HRECs 
registered with them on the grounds that it was a breach of privacy to release this 
information (Appendix 2). It should be noted that not all HRECs were registered with the 
AHEC; however, at the time of this research, if a HREC reviewed applications for clinical 
trials, under the Therapeutic Goods Act 1989, it was required to register its existence with 
the AHEC (AHEC, 2002). I was advised to contact the larger hospitals and universities and 
speak to the HREC secretaries to request the information. It was easier to locate the hospitals 
at that time as the Department of Human Services (DBS) (Victoria) published information 
on the internet with the contact details of all Victorian hospitals. The Australian Vice 
Chancellors Committee (A VCC) listed all the universities in Australia as well as web page 
links. However, the departments or faculties within universities which had ethics committees 
at departmental or faculty level eligible for inclusion in this study were not listed. However, 
this approach was not always successful. For example, I contacted a hospital which I had 
been informed had an ethics committee but was told by the hospital that they did not have a 
committee. 
Thus the process of compiling a list ofHRECs was extremely labour intensive. So before . 
contacting.each hospital and university, I networked with other researchers and students who 
I knew had applied to other Victorian HRECs to ask if they would share any information 
they had with me. The daunting task of compiling this information is illustrated through the 
fact that one post graduate student approached, who had spent considerable time compiling 
their own list, refused to share any information. 
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During 2001, when I commenced compiling the list of committees, and into 2002, contact 
details ofHRECs were not available from the AHEC. But, the AHEC were holding seminars 
across Australia at the time and attending a seminar in 2002 proved very successful for the 
process of gathering ethics committee information, as at the seminar, a member of the 
AHEC secretariat was approached to discuss the problem of access to HREC existence and 
contact details. Subsequently, the list compiled for this research was examined by them and 
details of several HRECs which were not listed were made available. The list sent to the 
AHEC also had several HRECs which were not registered with the AHEC. It was also found 
that the DHS (Victoria) did not have a complete listing of all Victorian HRECs. At the end 
of 2002, the AHEC finalised its policy on access ofthe public to information held by it about 
HRECs, and from January, 2003, details were able to be released. The NHMRC website now 
provides a listing of all organisations and their HRECs registered with and reporting to the 
NHMRC. 
Not all HRECs were identified during the above process. Several universities had a number 
of HRECs based within faculties or departments as well as having a central HREC. Further 
HRECs were only identified from correspondence to committees initially contacted. 
Not all committees were suitable ,to be contacted to participate in this study. Several HRECs 
were excluded because it was unlikely that they would ever have considered suicide-related 
research: for example, the Walter and Eliza Hall Institute of Medical Research, and the 
Dental Health Services of Victoria. In all, fifty-five Victorian committees were identified as 
suitable to participate in this research as they were most likely to have received suicide-
related research. These fifty-five committees comprised the sample of potential participating 
HRECs. 
Multiple Applications 
This research was granted ethics approval in 2001, but the University of Ballarat HREC 
noted on the letter to the researcher that approval may be required by other HRECs. Thus, 
each HREC was not only invited to participate in the study, but it was also possible that each 
was required to approve the research. 
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Three HRECs were contacted to discuss with the administrative officer whether or not an 
ethics application was required to be submitted to their committee. In each case the answer 
was 'yes'. If all the relevant HRECs were to be applied to, then each HREC required an 
individual application on its own form, so a multitude of applications needed to be tailored 
for all the HRECs. In Victoria, a common form has been developed, and several HRECs 
accept this application. However, many HRECs still required that the researcher submit the 
application on the committee's own application form. The obstacle of applying for ethics 
approval from the 55 identified HRECs was daunting and strategies were devised to 
minimise the difficulties this posed. 
It was decided to submit a limited number of ethics applications to five selected HRECs, and 
if approval was gained, to use these approvals to persuade the remaining HRECs to 
undertake the research without having to submit an ethics application to each HREC. Five 
HRECs were identified and work commenced on the first application. There were further 
obstacles to making these applications. First, there was a cost associated with review of 
applications at several institutions. The cost at one hospital was approximately $A200.00. A 
second hospital charged $A220.00 for students who were not affiliated with that hospital. 
Furthermore, it was a requirement of several HRECs that where the applicant was not a staff 
member, at least one member of the research team must be a senior staff member at the 
hospital. In order to comply with this last requirement, one of the targeted hospital 
committees was contacted. This HREC was selected as its Chair was easily identified and 
also a contact number was provided on the web site. After subsequent discussion with the 
Chair and consideration by the researcher, the decision was made to abandon the multiple 
applications, and instead, all HRECs were sent packages as 'Correspondence to the Chair' . 
Packages were mailed to 55 HRECs. Table 5.2 identifies the organisational affiliation of the 
ethic committees which were sent packages. 
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Table 5.2: Affiliation ofHRECs 
Organisation 
Clinical: Hospital/Area health service 
University / Faculty 
Non-government / private 
Total 
Number 
32 
22 
1 
55 
The content of the packages of the materials for the research was developed and mailed out 
to the Chair of each ethics committee. Each contained: 
1. A letter in the form of a plain language statement to the Chair of each ethics 
committee outlining the research with the request for the committee, current 
members, as well as the last four retiring members, to participate in the research 
(Appendix 3); 
2. A sheet requiring information about the composition of the ethics committee to be 
filled oilt by the chair or nominee (Appendix 4) and questions about three suicide-
related proposals which were actual or hypothetical proposed or completed suicide-
related research (Appendix 5) to be filled out by the Chair and the committee. 
Consent was given through completion and return of the forms in the prepaid 
addressed envelope supplied; 
3. An envelope to be distributed to the current members of the committee containing a 
Plain Language Statement (Appendix 6), University of Ballarat Informed Consent 
form (Appendix 7) consenting to be interviewed by telephone, surveys (Appendix 8), 
a prepaid addressed envelope for return of the consent forms. Consent forms were to 
be returned and the survey filled out over the telephone; 
4. A request in the form of a Plain Language Statement to the Executive Officer or 
Administrative Officer to forward four prepaid letters sent unsealed to the committee 
in the package, to be addressed and sealed by them and forwarded to the last four 
retiring members ofthe committee (Appendix 9). These unsealed letters contained 
Plain Language Statements (Appendix 10), University of Ballarat Informed Consent 
forms (Appendix 11), surveys (Appendix 12) to be filled out during a telephone 
interview, and a prepaid addressed envelope for return of the consent forms. 
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As a result of sending the packages to the 55 Victorian BRECs and advertising for 
participants in the HREC Bulletin, No.8 in December, 2002, 20 letters of reply were 
received from ethics committee Chairs or a representative. Telephone interviews were 
undertaken between October 2002, to May 2003, with 22 then current committee members 
and with five past committee members, a total of27 telephone interviews. Two interviews 
were undertaken face-to-face, as this was requested by one current and one past member, 
who were thus, interviewed. In all, there was a total of 29 interviews, 23 with current 
members and six with past members. This was an extremely disappointing return when 
compared to the estimated number of total members of Victorian ethics committees which 
were identified as being eligible to participate because of the likelihood that they had 
reviewed suicide-related research proposals. If each of the 55 committees had an estimated 
membership of12-16 members, there would be a pool of between 660--880 current 
members, yielding an estimated return rate of current members of approximately 2.6-3.5%. 
There were approximately 220 past members, that is, four past members for each committee, 
yielding a response rate of2.7% for the past members. 
Replies from Ethics Committees 
A total of20 replies were received from committees, most of them from the Chair or 
secretary. Four committees, one hospital/area health service, one university, one faculty and 
one non-government / private committee identified that as they had not reviewed any 
suicide-related research the committee would not participate, but they may have forwarded 
the package to a committee which was possibly able to assist. 
This study provoked a variety of responses. Some committees were pleased to help, and 
even forwarded information to other committees which may have been more appropriate. 
One committee that did participate reminded me of confidentiality about research subjects 
and reports, and also requested ''written reports on a regular basis to ensure research is 
conducted in accordance with NHMRC and Hospital requirements. The Committee is also to 
be notified in writing at your earliest convenience when the project is completed or 
abandoned ... " and required me to inform them of any adverse events, proposed protocol 
changes, unforeseen events, or changes in researchers. I was also requested to use their 
consent form, and to submit a final report which included implications for further research, 
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and recommendations for alteration in current clinical practice. The committee wished me 
success and looked forward to receiving my report. This is a further example of 
inconsistency between HRECs and their requirements. 
Four hospital or health service ethics committees stated they did not forward the packages to 
members, and two committees returned the packages. Two replies stated there had been no 
suicide-related research and the committees were too busy to complete the requests. One 
Chair replied, "Our Ethics Committee is not involved in suicide research and is extremely 
busy. I have made a decision therefore not to burden them". A university committee took the . 
time to reply in regard to the suicide research scenarios and felt that there was insufficient 
detail in order to make a decision but areas were identified as not properly understood by the 
committee. These related to the benefits from the research; the weighing of the specific risks 
to the participants, including distress and infringement of privacy; what precautions were 
being taken to mitigate risks; and what supports or debriefings were to be available to 
participants and relatives. However, surveys were distributed to the individual members, 
although it was not clear if they were distributed to past members. 
One hospital and one area health service identified they were too busy to complete the 
suicide-related research scenarios but distributed the requests to individual members. Some 
committees may have been predisposed to assist with the research because I had been in 
contact with them or because they considered they were not readily identifiable. Some 
individuals were only too happy to assist, others appeared affronted by either the request or 
the research topic. One university committee stated, "The ... Committee ... makes decisions 
as a committee and believes it would be inappropriate to respond to the above research as 
individuals". Another committee queried whether I had gained ethics approval, that it was 
an infringement of privacy to forward anything to past members but referred me to a more 
appropriate person if I wished to continue. Several committees replied stating they had very 
full agendas and had delayed participation until later in the year or into the new year. One 
Chair replied, "I regret that after much discussion and deliberation it was agreed that neither 
the Committee as a whole nor individual members of the Committee (current or past) should 
(italics added) participate in this study." One university committee member received the 
package, but took the time to return the package, added a business card and on the 'with 
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compliments' sheet, had written, "I do not (member'S underlining) want to be a part of this 
PhD". 
Participation in Completing Suicide-Related 'Proposals' 
Of the 55 ethics committees in Victoria which were sent packages and identified as likely to 
have reviewed suicide-related research proposals, only two committees returned the 
composition of membership data sheet identifying aspects of the committee's membership 
(Appendix 4) and the suicide related research proposals of either actual or hypothetical 
proposed or completed suicide-related research projects (Appendix 5). Of these two, only 
one chair completed both the membership data sheet and the scenarios sheets. The other did 
not complete the composition sheet and the scenario sheet was incomplete. Table 5A.3 sets 
out all responses. 
Table 5.3: Tabulated representation of committee responses 
Packages sent Responses No Reply Composition of 
membership 
55 20 35 2 (l incomplete) 
Suicide research 
proposals 
2 (1 incomplete) 
The response rate from the committees, including the data sheets for committee membership 
and the research proposals or scenarios was disappointing considering the organisational 
effort to get the packages to the committees. However, there may have been a lack of clarity 
in the requirement as to whether the committee or the chair could answer on behalf of 
committees. As noted, one committee response noted that decisions were made as a 
committee and therefore members could not respond as individuals. 
Description of Current and Past Members of BRECs 
Data collected at interview with current and past members are presented separately in this 
section for ease of representation and identification. The information about the committee 
members who were members at the time of the interviews is presented first, followed by 
those who were interviewed as past committee members. Although characteristics of the 
current and past members are set out separately, the thematic analysis includes data from 
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-both the current and past members and is presented in Chapter Seven using data from all the 
ethics committee members interviewed, current and past. 
Current HREC Members 
Eleven men and twelve women, a total of23, were members of a human research ethics 
committee at the time of the interview. The following tables set out attributes of these 
members. Participants, as indicated in Table 5.4, were predominantly aged over 50 years. 
Table 5.4: Ages of participants 
Women Men Total 
30-39 4 1 5 
40-49 2 2 4 
50-59 3 5 8 
>60 3 3 6 
Totals 12 11 23 
The next table, Table 5.5, sets out the membership category identifying the membership 
requirements of the AHEC at the time of the interviews in bold, with the actual disciplinary 
background of the member which met the membership criteria in normal type underneath. 
Two members commented that they were not really sure which category of membership 
applied to them. Their membership was clarified during the telephone interview and each 
was allocated to a specific membership category. 
98 
... 
Table 5.5: Membership category 
Membership Category 
a. Laywomen not associated with the institution 4 
b. Layman not associated with the institution 3 
c. Member with knowledge and current experience in areas of research 
regularly considered by HREC 
Medical 1 
Psychiatry 1 
Other 1 
d. Member with knowledge of and current experience in the professional 
care, counselling or treatment of people 
Nurse 1 
Allied Health 1 
e. Minister of religion or similar 2 
f. Lawyer 2 
g. Additional membership 
Elected member of academic staff 1 
T AFE representative 1 
Ex officio members (Eg. Chair of Faculty HREC) 2 
Chairs (not related to institution) 
Layman 1 
Member ofCouncillBoard of Management 1 
Chair (related to institution but not counted as another category of 
membership as other members fulfil these categories) 1 
Total 23 
Additional memberships may suit the need of the ethics committee, for example, a member 
from one multi-sector ethics committee had a membership category for the TAFE sector. 
Table 5.6: Institutional affiliation of ethics committee 
Institution Type 
Hospital 11 
University 8 
Dual (HosplUni or Hosp/lnst) 2 
Network! Area 2 
Total 23 
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-Years of Membership of HREC 
Of the 23 members, 21 belonged to only one committee, and two were members of two 
committees. Table 5.7 sets out years of membership for all members, with the two members 
who sat on two HRECs indicated by the figures in italics. 
Table 5.7: Years of membership: Single membership (multiple membership) 
Hospital ArealNetwork University National Total 
Years 
<1 1 (1) 1(1} 
1 2 (1) 1 3(1) 
>1 1 1 
2 3 2 5 
3 1 (1) 1(1} 
4 3 3 
5 1 1 
>6 4 1 (1) 5(1) 
18-19 1 1 
Total 11 (2) 2 8 (1) (1) 25 
Of those with one HREC membership, three participants had been members for one year or 
less, and one for more than a year. Eighteen had been members of one HREC for two or 
more years, with seven of those for six or more years. Therefore, the majority of participants 
in the study were very experienced members. Twelve were from hospital or health area or 
network HRECs and eight from university HRECs. Although there were 23 current members 
interviewed, they were members of a total of 25 committees as two members had two 
committee memberships. 
Past Members of HRECs 
Six. past members were interviewed: two men and four women. The following tables set out 
demographic data of the participants. 
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-Table 5.8: Ages of participants 
Women 
40-49 
50-59 
>60 
2 
3 
5 
Men 
2 
2 
1 
3 
2 
6 
Table 5.9 sets out the membership category identifying the membership requirements of the 
AHEC at the time of the interviews (in bold), with the actual disciplinary background of the 
member which met the membership criteria in normal type underneath. 
Table 5.9: Membership category 
Membership Category 
Laywomen not associated with the institution 1 
Layman not associated with the institution 1 
Member with knowledge and current experience in areas of research 
regularly considered by HREC 
Psychology 1 
Sociology (also Chair) 1 
Nursing 1 
Member with knowledge of and current experience in the professional care, 
counselling or treatment of people 
Nurse 1 
Total 6 
Table 5.10: Institutional affiliation of ethics committee 
Institution Type 
Hospital 
University 
Total 
2 
4 
6 
The table following, 5.11 sets out years of membership for those who were past members of 
an ethics committee at the time of the interview. 
101 
Table 5.11: Years of membership 
Hospital( ended) University( ended) 
Years 
1.5 1(2002) 1(2002) 2 
2 1(2002) 1(2001) 2 
4 1(2000) 1 
8 1(1997) 1 
Total 2 4 6 
As previously noted, overall, the total response of six from past committee members was 
disappointing, in that the potential pool of participants who were past members was 
approximately 220, a response rate of 2.73, marginally larger than the response rate for 
current members. Among these responders, there was no representation from the dominant 
medical profession. 
102 
CHAPTER FIVE B 
The Research Sample: Researchers 
Introduction 
Sources of Data: Suicide-Related Researchers 
This section details how researcher participants for the first phase of researcher interviews, 
focusing on cases of suicide-related research, were recruited and details how data were 
collected. Data collection for this phase of the research occurred from October 2001, to May 
2003. 
Recruitment of Researchers 
It is difficult to estimate the pool of researchers who have undertaken suicide-related 
research and who would be able to report a case of suicide-related research. Some 
researchers are visible through their publications or conference presentations at suicide-
related conferences but suicide-related research is also undertaken at less visible levels, such 
as students enrolled in research-based courses at universities. 
Exhaustive attempts were made to contact as many potential participants as possible. By the 
end of October, 2001, one interview had already taken place and two cases of suicide-related 
research were identified, but in order to increase the pool of researchers several more 
recruitment strategies were used. E-mails or letters were sent between November 2001 and 
April 2002 to all presenters who had provided contact details in the proceedings of the April 
2001 Suicide Prevention Australia (SPA) conference, a total of 89 presenters. The e-mails 
were sent with three attachments: (i) the plain language statement (Appendix 13), (ii) the 
consent form (appendix 14) and (iii) the interview schedule (Appendix 15) inviting 
presenters at the conference to participate in this research, and a request made for the 
prospective participants to either supply a postal address by return e-mail, or to print the 
attached consent form, sign and return by post. Twenty-four provided a postal address by 
return e-mail. It should be noted that no one responded by the latter method. Subsequently, 
24 paper packages of a plain language statement, a consent form with space for contact 
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details and appointment times, researcher data sheet, and a reply-paid envelope in which to 
return the signed consent form, were mailed to those who supplied a postal address. 
Telephone interviews were undertaken with everyone who then returned the signed forms, 
except one. The signed consent form had been returned very promptly. However, it was 
quite difficult to make the corresponding appointments. There was no reply to several voice-
mail messages which offered a range of available dates and times for a possible interview in 
the future, and a request for confirmation. One follow up e-mail sent early in 2003 received a 
reply that the researcher concerned was now too busy doing suicide-related research 
amongst other types of research to schedule in either a telephone or face-to-face interview at 
this time. 
At the same time, journals with suicide-related publications were also scanned and where 
Australian research included the contributors' contact details, e-mails or letters were sent as 
above. Advertisements were placed in the journal of the Australian Psychological Society, 
Victorian Branch, the Australian Nurses J Journal, and the monthly newspaper of the Royal 
College of Nursing, Australia, the Nursing Review. These advertisements resulted in three 
further interviews. Added to this, a flyer requesting participation was distributed at a 
regional forum held in Ballarat, Victoria on youth suicide, but no interviews resulted. 
All Australian universities listed on the Australian Vice-Chancellors Committee web page 
were contacted. E-mails were sent to post-graduate centres, to disciplines likely to have 
suicide-related research, psychology for example, with a request that potential participants 
be identified by them, and the e-mail forwarded. No further interviews resulted from this. 
Where a researcher was identified as having carried out suicide-related research, such as 
those researchers associated with appropriate dedicated research centres, he or she was 
contacted personally bye-mail with the request to participate and relevant attachments 
included. One interview resulted from this. All these contact mechanisms occurred over a 
period of 18 months, from November 2001, to May 2003. 
Where an e-mail or letter was not responded to within a few days by a potential participant, 
it was unlikely that a response would be made by them. At times, a telephone conversation 
regarding the suitability of a researcher to contribute occurred, resulting in agreement to 
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receive a package which was then sent, but only those who returned signed consent forms 
. were interviewed. Possibly, more persistence with repeated contacts and further follow ups 
with potential participants may have yielded a greater number of participants. It has been 
noted that with mail out surveys, a response rate of more than 60 per cent requires an 
optimum of four follow up letters (Koloski et al., 2001; Howell, Quine, & Talley, 2003). As 
there is no identified finite number of individuals who have carried out suicide-related 
research and many researchers have not published their work, it is very difficult to know the 
total pool available and to assess the response rate. Because data gathering about researchers 
was in large part reliant on the publication or presentation of completed studies involving 
suicide-related topics, it was expected to yield more information ~bout published research 
that had been completed, for example, then about research endeavours which had not 
eventuated because of being unable to obtain ethical approval. However, all those except one 
as noted above who were invited to participate and who returned a signed consent form were 
interviewed. As a result of these investigations, a total of 23 cases of suicide-related research 
were documented for this study. Four of these cases were reported by one researcher. 
All interviews, except two with the one person who reported four cases of suicide-related 
research, were conducted by telephone, as participants for this study were located Australia-
wide. Interviews were carried out with researchers in Queensland, New South Wales, South 
Australia, Western Australia, the Australian Capital Territory and Victoria. Where a 
participant was located within Victoria, the opportunity for a face-to-face interview was 
offered. However, most researchers preferred a telephone interview. The two face-to-face 
interviews were transcribed in the same manner as the interviews carried out over the 
telephone. According to Putt and Springer (1989, citing studies by Grover & Khan, 1979) 
there are few disadvantages to telephone interviews and several advantages. The main 
disadvantage, they noted, is no access. In this study, all participants had access to a 
telephone. It was also noted that telephone interviews are useful due to their accuracy, 
comparable response rates to in-person interviews of approximately 80-90 per cent, are 
speedy, cost effective and have been shown to reduce interviewer bias. The package sent to 
researchers included the plain language statement (Appendix 13) and consent form 
(Appendix 14). In order to facilitate the interviews, the participants were all sent the 
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interview schedule (Appendix 15), and were instructed to retain these to enable them to think 
about their answers prior to the interview. 
The length of the interviews in this part of the study ranged from twenty minutes to ninety 
minutes. But during some interviews, the pressure of time on the participants seemed to be 
evident and it was felt by the interviewer that although interviews were scheduled at a date 
and time convenient to, and negotiated with the participants, they still felt pressured. The 
plain language statement indicated that the duration of the interview was up to one hour, but 
interviews continued until the researcher had nothing more to comment on. There was the 
opportunity for both the interviewer and participant to deepen the validity of the response 
due to interviewees having the questionnaire in front of them during the interview. All 
participants had been sent the questions before the interview and were not hearing the 
questions for the first time at the interview. Furthermore, all the participants were willing to 
be contacted again should further elaboration be required, and one researcher telephoned and 
wrote a letter to provide further clarification. This early phase of telephone interviews was 
intended to elicit as many cases of suicide-related research as possible and structured 
feedback was not factored in. The verification of data of the transcripts of the in-depth 
interviews by the interviewees is described in Chapter Six. 
Other data collected which supported data from the interview and provided points of 
clarification were ethics applications and correspondence which four participants were able 
to provide, and included correspondence from the HREC which reviewed the application. 
Documents were not always able to be provided by the participant: in most cases they were 
no longer available to the participant for various reasons These reasons included cases 
reported by supervisors of student applicants who had retained the ethics application and the 
supervisor and student were no longer in contact; when ethics approval was not required; or 
when the documents did not add anything to the case reported. One researcher was happy to 
provide the application and correspondence but their supervisor was very reluctant due to 
concerns about intellectual property and about how the application would be used. One 
researcher felt that they needed to ask the approving ethics committee for permission to 
forward the application and any related correspondence. One researcher who did not have 
their ethics application available to them supplied further details in a letter after considering 
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the questions in more detail, but was able to supply the approval from the HREC. These 
variations between researchers indicated researchers had little clarity about much of the role 
of the HREC and processes involved in issues such as the confidentiality and ownership of 
the application and letters addressed to the applicant and the scope of power of ethics 
committees. 
Although 23 cases of suicide research were reported, only 16 were submitted to an ethics 
committee for approval. Seven cases of suicide-related research reported did not require 
ethics approval and so lie outside the typology provided in a previous chapter, Table 4.2 (p. 
83). The table is provided again in order to present the categories of suicide-related research 
but now includes the numbers of cases of suicide-related research identified in each 
category. 
Table 5.12: Typology of cases of suicide researchers with numbers of suicide-related cases 
reported in each Category 
Category 1 • No changes required 
Successful (10) Or 
• Conditional approval given and evidence required is written 
report to HREC on how ethical changes will be addressed 
Category 2 • Some conditional changes including how participants recruited 
Modified (3) • May lead to refocus recruitment of participation or who is 
subject of research 
• Resubmit application to full or executive committee 
Category 3 • Conditions including methodological critique leading to 
Discouraged (3) methodological realignment or other major modification 
• Refocus research onto different group or perspective 
• Resubmission required 
• Committee may be unable to make decision and defer to 
outside expert for advice 
• Research mayor may not be able to be undertaken 
Category 4 • Attempted suicide research but no longer active as too many 
Dormant (0) obstacles 
• Changed research focus 
• May become active again given right circumstances 
Category 5 • Interested in suicide research but cannot envisage or not 
Silent (0) confident of approval thus have never lodged suicide research 
ethics application 
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Comparisons of Cases and Attributes of Researchers 
For ease of comparison, all of the tables which describe the cases of suicide related research 
and the attributes of researchers are presented on one page, in Table 5.13. The cases of 
suicide-related research which required ethical approval are grouped under a heading of: 
Successful Applicants, or Unsuccessful Applicants. Both contain two groups of researchers; 
Successful Applicants reported cases where the application required no changes or whose 
research proposal was given approval if specific conditions were met and if the researcher 
provided a letter to the HREC that they would comply with the required changes. The two 
groups under Unsuccessful Applicants were those who were required to make significant 
amendments before reapplication either to an Executive of the HREC or to a full HREC. 
These applications were either categorised as Modified in that they required relatively minor 
changes, such as to recruitment processes, or Discouraged due to major ethical or 
methodological objections. The information has been clustered to disguise the attributes of 
each researcher and case, in order to decrease the likelihood of identification of participants 
or their research. 
The groups of cases, which were all descriptions of applications given as face-to-face in four 
cases, or during telephone interviews for 19 cases, have all been classified under their 
particular descriptors in Table 5.13. They are shown together to contrast the attributes of the 
researcher. The tabulated information for each category of researcher is discussed separately 
to draw out issues of interest. Interestingly, a number of cases of suicide-related research 
carried out by participants in this study did not have approval by an HREC. 
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Table 5.13: Comparisons of cases and attributes of researchers who provided cases of suicide-related research 
Attributes of Suicide Researchers: No Ethics Application (n=7) 
Gender 
2 Female 
5 Male 
(7) 
Discipline Institution Method Year Experience 
2 Psychiatry 1 University 4 Quant 1990- 3 Known 
2 Nursing 1 Hospital 2 Critical 2000 1 Previous 
1 Epidemiol 1 Health 1 Combined publication 
2 Other Network 1 Research only 
2 Multiple 2 First time 
2 Other 
Academic/clinical status 
2 Professors 
2 Nursing clinicians/specialist (1 as 
Research Assistant to Psychiatrist) 
1 Research Assistant 
2 Independent 
Recruitment Site of collection 
6 External 
-5 Community 
-1 Data only 
1 Internal 
-Hospital 
5 Community 
1 Hospital 
I Data only 
Attributes of Suicide Researchers: Successful: No Changes or Conditional (n=10) 
Gender Discipline Institution Method Year Experience Academic/clinical Recruitment 
status 
Site of 
collection 
No of Funded 
A~~s 
7 Female 
3 Male 
(10) 
1 Psychiatry 
1 Nursing 
7 Psychology 
I Social Sci 
5 University 
5 Multiple 
6 Quant 
1 Qual 
1 Critical 
2 Combined 
1997-
2002 
I Previous public 
2 Publications-
other 
3 Research only 
4 First time 
Attributes of Suicide Researchers: Modified Application (n=3) 
Gender Discipline Institution Method Year Experience 
1 Female 
2 Male 
(3) 
1 Psychiatry 
2 Psychology 
2 University 
1 Multiple 
3 Quant 1996-
2001 
1 Known 
1 Research only 
1 First time 
Attributes of Suicide Researchers: Discouraged Application (n=3) 
Gender Discipline Institution Method Year Experience 
2 Female 
1 Male 
(3) 
3 Psychology 3 University 3 Quant 1998- 3 Previous 
2001 publications 
1 Psychiatrist 
6 Students 
3 Lecturer/Supervisor 
6 Internal 
3 Community 
1 Not clear 
6 Internal 4 Multi 
3 Community 6 Single 
1 Not clear 
Academic/clinical Recruitment Site of No of 
status 
1 Professor 
2 Lecturer/Supervisor 
2 Community 
1 Not clear 
collection Apps 
2 Community 2 Multi 
1 Not clear 1 Single 
2 Funded 
Funded 
1 Funded 
Academic/clinical Recruitment Site of No of Funded 
status collection Apps 
3 Lecturer/Supervisor 3 Community 3 Community 2 Multi None 
1 Single 
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Description of Participants: Researchers 
Nineteen researchers were interviewed, with four cases of suicide-related research provided 
by one in two face-to-face interviews, with 19 further cases provided by telephone interview, 
which is a total of 23 cases of suicide-related research reported, after exhaustive efforts to 
recruit participants. Each of the cases has been classified into groups according to the 
attributes of each researcher. 
Cases of Suicide-Related Research Which Lie Outside Typology of 
Classifications: No Ethics Application 
Attributes of Researchers and Applications without Ethics Application 
Of the cases of suicide-related research reported, seven had not required formal ethics 
applications for approval by an HREC. There were several reasons why proposals had not 
required ethics approval. In one case, the research was to be carried out in two parts. The 
researcher reported that a proposal was required to be presented to an HREC for approval for 
one part of the study but not for the other part of the study as it was conducted under the 
auspices of a statutory body who commissioned the research. This proposal was included in 
this section where no ethics application was required. In a second case of suicide-related 
research provide by another researcher, the case reported was undertaken using a blanket 
approval given to an organisation as the research used de-identified data. Two researchers 
reported they worked independently of any organisation and therefore had no ethics 
committee required to give approval. One researcher stated that the research was led by a 
psychiatrist who was carrying out the research using coronial data for use by their own 
organisation as a quality assurance project. One researcher identified that at the time, they 
were not required to go through the ethics approval process. Another reason for not requiring 
approval was using pre-existing, de-identified data sets from an already approved project. 
Therefore, these cases of suicide-related research lay outside the ethical approval processes 
presented in Chapter 4 as Figure 4.2: Model of ethical approval pathways of suicide research 
endeavours and typology of researchers. Table 5.14 sets out attributes of the researchers 
reporting cases of suicide-related research and the research where ethics approval was not 
sought. 
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Table 5.14: Attributes of suicide researchers and their cases requiring no ethics application 
Gender 
2 Female 
SMale 
Discipline 
2 Psychiatry 
2 Nursing 
1 Epidemiology 
2 Other 
Institution 
1 University 
1 Hospital 
1 Health Network 
2 Multiple 
2 Other 
Method 
4 Quant 
2 Critical 
1 Combined 
Gender, Disciplinary and Institutional Affiliation at Time of Research 
Year 
1990-2000 
Of the seven who did not have ethics approval for the study reported, notably, five were 
male and two female; two were in Psychiatry and two in Nursing, one in Epidemiology, and 
two in an 'other' discipline or area of study. It is noted in this group of researchers that there 
were no researchers from Psychology. 
Academic or Clinical Status of Reporter at Time of Research 
Two of the seven researchers involved in the research which was conducted without 
approval identified themselves as professors, two were nursing clinicians, one of these was a 
member of a multidisciplinary team led by a psychiatrist, and one a clinical nurse specialist. 
Two researchers had no academic or clinical status, describing themselves respectively as 
independent, and one was a research assistant. 
Three cases of suicide-related research were carried out by psychiatrists, with one of these 
reported by a nurse working under the direction of the team leader who was a psychiatrist. 
Two researchers had multiple institutional affiliations, and the three others had single 
affiliations with a university, a hospital and a health network. Multiple affiliations were 
those where the researcher may have been associated with a university as well as a hospital 
or clinic. Two cases were reported by researchers who identified themselves as independent 
and without a disciplinary affiliation. These two researchers worked alone, independent of 
any institution such as a university, hospital, area health network or research centre, but one 
worked for an independent organisation. Only one case of research undertaken without 
requiring an application could be termed internal research, where the research was conducted 
at the agency where the researcher was employed. In this case, the nurse reporting the 
research was a member of a multidisciplinary team. 
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Methodology 
Five of the seven used quantitative approaches and two described their approach as action or 
critical where the participants were known to the researchers and data gathered in face-to-
face interaction. 
Year in Which the Cases Were Undertaken 
All of the research undertaken in the category where no ethics application had been 
undertaken took place up to and including 2000. One case was carried out during 1994, one 
between 1995 to 1996; three cases were undertaken over 1999 to 2000, and two in 2000. 
Table 5.15: Attributes of suicide researchers and their cases with no ethics application 
Experience Academic/clinical 
status 
Recruitment Site of collection 
3 Known 
1 Previous pUblication 
1 Research only 
2 First time 
2 Professors 
2 Nursing 
clinicians/specialist (1 as 
Research Assistant to 
psychiatrist) 
1 Research Assistant 
2 Independent 
6 External 
(5 Community 
1 Data only) 
1 Internal 
(Hospital) 
5 Community 
1 Hospital 
1 Data only 
Community recruitment has not been identified as a problematic issue with these 
researchers. 
Previous Suicide-Related Research Experience 
Experience in suicide-related research appears to be associated with research proposals 
where ethics applications were seen as being required at the time of the research. Two 
researchers identified themselves as having a known contribution in the area of suicide 
research .through research and publications, two had a previous publication in the area, one 
had carried out research but had no publication, and for two it was the first time they had 
undertaken any suicide-related research. In four cases, the research was framed so no 
approval was required. In two cases, there was no institutional affiliation and hence no 
process of ethics application. In one case, there was no existing ethics committee with the 
institution. 
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Although the numbers are small there appears to be some slight association between 
experience, professional males not from Psychology undertaking quantitative research and 
research taking place without ethics approval. It can be said with more confidence that this 
cohort did not appear to be linked strongly to female, qualitative psychologists, in partial 
contrast to the findings of the less experienced and more recent successful applicants. 
Cases of Research Classified as Successful and Conditional 
The next categorisations of research to be described were developed for conduct of suicide-
related research which gained ethics approval (see Table 5.13, left side). These successful 
applications gained ethics approval without changes, or had minimal or conditional changes 
requiring verification by a letter or report of compliance to the ethics committee which 
approved the application indicating how the suggestions, concerns or conditions set out by 
the committee were to be addressed. In all there were ten reported cases of suicide-related 
research where the ethics application and approval process was successful but not 
necessarily unproblematic for the researcher. 
Attributes of Successful and Conditional Applicants and their Cases 
Table 5.16: Attributes of successful and conditional applicants and their cases 
Gender Discipline Institution Method Year Experience 
7 Female 1 Psychiatry 5 University 6 Quant 1997- 1 Previous publication 
3 Male 1 Nursing 5 Multiple 1 Qual 2002 2 Other publications 
7 Psychology 1 Critical 3 Research only 
I Social Sc 2 Combined 4 First time 
A total of ten cases were identified in this group, seven cases reported by women and three 
cases of suicide-related research were reported men. Compared to the previous group, there 
are more women represented in this group. Also noted is the increase in numbers of 
researchers representing Psychology: seven were from Psychology, and one from Psychiatry, 
Nursing and Social Work. Five were affiliated with a university, four had multiple 
affiliations and in one case, affiliation was unclear. Six reported they had used quantitative 
research methodology, two a combined quantitative and qualitative approach, one qualitative 
only, and one a critical approach. There is an increase in 'First time' researchers. Four had 
never carried out any suicide-related research, three had done research but had not published, 
two had published in other areas and one had a previous publication in the field. In this 
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group, research was carried out from 1997 to 2002. So the research studies were also carried 
out closer to the time of the interviews than the cases which had not involved HREC 
approval. 
Table 5.17: Attributes of successful and conditional applicants and their cases 
Academic/clinical status Recruitment Site of No of Funded 
collection A~~s 
1 Psychiatrist 6 Internal 6 Internal 4 Multiple 2 Funded 
6 Students 3 Community 3 Community 6 Single 
3 Lecturer/Supervisor 1 Not clear 1 Not clear 
The majority of researchers reported studies which were conducted at the researcher's own 
agency. Six researchers collected data at their own agency, three within the community and 
one did not make it clear where the data collection took place. Six were able to proceed with 
the research with approval from a single application whereas four were required to submit 
multiple ethics applications. Six of the cases reported could be categorised as 'internal' 
research, as the research was undertaken in the researcher's place of employment. Two 
applicants had received funding for the research. 
Disciplinary and Institutional Affiliation of Researcher 
Of all the cases classified as successful, six researchers were affiliated with psychology, one 
with psychiatry, one with nursing and one with social work. Five reported an institutional 
affiliation with a single university, whilst four had multiple affiliations. Student research 
made up seven cases, and of these, five were reported by the student carrying out the 
research and two by supervisors. One further case was reported by a university lecturer from 
Psychology conducting research. 
Methodology of Cases Reported 
It could be argued that research carried out face-to-face or with no contact with participants 
such as when de-identified data is used poses fewer problems than an anonymous public 
survey for ethics committees and this is reflected in these successful cases. With the 
exception of one case, all the successful research applications involved face-to-face 
investigation or initially identified the participants but later de-identified them. The one 
exception was where the cases identified used both de-identified and identified data and did 
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not require contact with participants. Two psychology students used initially identified then 
de-identified standardised questionnaires, one administering these face~to~ face. A 
psychologist and social worker undertook research which had qualitative and quantitative 
elements requiring face-to-face interviews; another student carried out qualitative research 
with interviews and the final case used therapeutic and action research as its methodology, 
requiring face-to-face contact between the participant and the researcher. 
Year of Commencement of the Research 
One case was commenced in 1997, one in 1998. Three commenced in 1999, two in 2000, 
one in 2001 and one commenced in 2002. Some of these cases were undertaken as post-
graduate research. 
Previous Suicide-Related Research Experience 
On the basis of this small sample there is no indication that a previous track record of 
suicide-related research influenced the attainment of success or conditional success in the 
ethics approval process. One researcher had a previous publication in suicide-related 
research, two had undertaken research in the area but had not published. For four itwas their 
first time undertaking suicide-related research, and of these, two had no previous research 
experience. Two had researched and published in another area. 
Academic or Clinical Status of Reporter at Time of Research 
At the time of the research, two researchers were doctoral students, two were undertaking 
honours programs, one was undertaking a Graduate Diploma, three were lecturers 
supervising students and ·one a psychiatrist. Of the five cases reported by students, two of the 
students were also employed at the agency where the research was to take place. In one of 
these cases, ethics approval was not required by the student's university; approval given by 
the committee located at the agency where the student was employed was accepted by the 
university. The same student commented that this had also been the case when undertaking a 
previous post-graduate qualification. The second student reported that the research was of a 
type, recommended by the Commonwealth suicide prevention strategies and the Victorian 
Youth Suicide Prevention Task force in that it was multi~disciplinary and used action 
research. Both students involved in these two reported cases had attained research funding. 
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The case reported by a third student outlined a very smooth ethics process. After 
consideration ofthe protocol, the committee made a suggestion to the student which the 
student saw as adding to the research. The student considered the process of approval as 
facilitating the research. This researcher felt that the ethics committee was an experienced 
one where the types of research they deliberated on were generally far more problematic as 
they often deliberated on proposals where invasive procedures were undertaken. 
Cases of Research Described as Modified 
There were three cases of suicide-related research which fitted the criteria established for 
modified applications. These applications required changes and resubmission to the ethics 
committee for reconsideration. These three proposals were able to be carried out but required 
some modifications to the proposed recruitment processes. Figure 5.1 on page 119 illustrates 
the path for these applications. 
Attributes of Applicants and the Cases Requiring Modification 
Table 5.18: Attributes of applicants and the cases requiring modification to protocols 
Gender 
1 Female 
2 Male 
Discipline 
1 Psychiatry 
2 Psychology 
Institution 
2 University 
1 Multiple 
Method 
3 Quant 
Year 
1996-
2001 
Experience 
1 Known 
1 Research only 
1 First time 
One case was carried out by a woman and two by men; two were affiliated with Psychology 
and one with Psychiatry. The researcher's experience in previous suicide-related research 
did not exempt their protocols from scrutiny. A researcher who described themselves as 
known in the field was required to make substantial changes. 
Table 5.19: Attributes of applicants and the cases requiring modification to protocols 
Academic/clinical status Recruitment 
1 Professor 
2 Lecturer/Supervisor 
2 Community 
1 Not clear 
Site of collection 
2 Community 
1 Not clear 
No of Apps 
2 Multiple 
1 Single 
Funded 
1 Funded 
One again, there was inconsistency about whether applications were to be made to more than 
oneHREC. 
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Cases of Applications Described as Discouraged by HREC 
When a researcher's request for ethical approval of a proposed research proposal was 
unsuccessful, and the HREC advised that the proposal was not acceptable as it was without 
major methodological or other major changes, these cases of suicide-related research were 
classified for this thesis as discouraged by an HREC. One woman reported two cases and 
one man reported one case of research. Both researchers were from the discipline of 
Psychology. The methodologies proposed were all quantitative, with one a random letter box 
drop of anonymous surveys carried out in 1998. The other two cases used face-to-face 
surveys, which were initially identified surveys, one undertaken in 1997-8, one in 2001. The 
two face-to-face surveys required further approval after initial institutional approval to 
conduct the research. One researcher had no track record or experience in suicide-related 
research, the other no publications at the time of the 1998 research but had two publications 
at the time of the 200 1 resear~h. 
Attributes of Applicants and their Cases Discouraged 
Table 5.20: Attributes of applicants and their cases discouraged 
Gender 
1 Female 
1 Male 
Discipline Institution 
3 Psychology 3 University 
Method 
3 Quant 
Year 
1998-
2001 
Experience 
1 prevo publication in 
area 
2 previous 
publications other 
Table 5.21: Attributes of applicants and cases discouraged 
Academic/clinical status Recruitment 
3 Lecturer/Supervisor 3 Community 
Site of collection No of Apps Funded 
3 Community 2 Multiple None 
1 Single 
None of these three projects was able to be undertaken in its original form, and each had to 
undergo substantial changes. One project was not carried out at all. These researchers at the 
time of the research were supervisors of higher degree students at university. 
The limited number makes it impossible to draw any inferences and there was nothing to 
suggest that there was any sign of bias towards male positivist researchers. Further 
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discussion of the implications of this descriptive data on 23 cases of suicide-related research 
provided by 20 researchers is reserved for the discussion chapter. In Chapter Four, Figure 
4.2 provided a model of ethical approval pathways of suicide endeavours. On this figure, the 
category of researchers who had not applied for ethics approval was not identified. It is 
already clear that a new category of researchers who have not received ethics approval 
should be considered. 
In relation to the model, the figure, Figure 5.1, presented as the last page ofthis chapter, 
introduces this category of researcher who travels straight to the research without going 
through the process. The other cases are represented by numbers in the appropriate box or 
balloon. Although there was an extremely disappointing response from ethics committees 
and only a small base with limited data from the researcher pool, some original predictions 
about the role of a gendered, anti-positivist medical dominance did not appear to be 
warranted. This could be partially due to the difficulty of identifying and including in this 
study potential researchers who had been unsuccessful in obtaining ethics approval for 
suicide-related research and who had not continued their research because of this. On the 
other hand, there were clues that certain forms of irrationality may have been flowing out of 
so called rational practices and that for the committee m~mbers and researchers the 
subjective meaning and interpretation arising out of the process of ethics applications would 
prove more fertile grounds for deeper research. A decision was made to focus on in-depth 
case interviews with a small number of researchers. 
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Figure 5.1: Application of the model of ethical approval pathways of suicide research endeavours and typology of researchers. 
NB. Multiple applications to different HRECs may follow different pathways and have different outcomes. 
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CHAPTER SIX 
The Researchers: The Exemplar Case and the In-
depth Interviews 
Introduction 
This section presents the Exemplar Case, which is my personal history of my interest in and 
experiences with suicide-related research, as well as an example of suicide-related research 
which could not be done, leading to this study and thesis. Although personal stories are 
generally seen to add bias to positivistic research, in qualitative research such reflexivity is 
held to add to potential"understanding (see for example, Ellis & Bochner, 2000). The 
Exemplar Case was drawn upon for the multiple units of analysis for the case studies of 
suicide.:related research, and for the development of Figure 4.2 (Model of ethical approval 
pathways of suicide research ... , p. 83), and subsequently the Typology of cases of suicide 
research, Table 4.2 (p. 83). Also presented are introductions to the six other researchers who 
provided the in-depth interviews which discussed their experiences with suicide-related 
research, providing more than just a description of a case or cases of suicide-related 
research. The people who participated in the in-depth interviews were identified from the 
participants who had contributed a case or cases of suicide-related research, and who had 
indicated their willingness for a follow up in-depth interview, and most importantly, wanted 
to discuss their experiences of applying to ethics committees. These people had something to 
say about ethics committees and their experiences with them. 
The in-depth interviews were all undertaken face-to-face in locati(;ms chosen by the person 
being interviewed, and lasted from 40 to 90 minutes. They were tape-recorded at the time, 
and later transcribed by me. The transcriptions were posted to each of the participants for 
verification, and material removed or added to their satisfaction, either in an edited draft of 
the transcript, or changes were made to transcripts over the telephone. Several of the 
interviews were undertaken interstate. 
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Exemplar Case: Suicide-Related Research 
The first case study identified and documented for this research consisted of my own 
experiences with suicide-related research. I first became interested in suicide attempters 
when I was placed in the Emergency Department of a large metropolitan hospital as a third 
year student in a Diploma of Nursing program. I was already a Registered Psychiatric Nurse 
(RPN) and I was quite surprised at the number of people who were treated for overdoses and 
other forms of self-harm in the Emergency Department. People were often talked about as 
being parasuicides, a term initially meant to describe any form of non-fatal deliberate self-
harm. It was here that I began to think that the usage had changed from what I had thought it 
to mean, as it had developed a pejorative connotation, and had come to mean an act of self-
harm which was deliberately non-fatal. So suicide attempters who were treated in the 
Emergency Department were seen by the nurses and doctors as either being someone who 
had not set out to kill themselves, had not endangered their lives but who had harmed 
themselves by committing a non-life threatening act (parasuicide); or someone who had 
attempted but failed to commit suicide, but who was seen to really have meant to kill 
themselves and had not succeeded. On occasion I had witnessed some doctors and nurses 
recounting to other staff what they had said to the person who they considered a parasuicide, 
or telling the person who had attempted suicide how to kill themselves, with directive 
statements such as 'Cut lengthways!' Or, 'you'll never kill yourself with Valium', or 'do the 
job right the next time', especially if they were known at the hospital for their repeat 
attempts. 
Later in my general nursing career, I worked in another emergency department, and the 
attitude towards suicide attempters was similar: there was an unspoken agreement between 
the staff that the person should 'Do the job properly next time and put us out of our misery.' 
The treatments were carried out based on the theory that if they were made unpleasant, it 
would act as an aversion for the emergency department. The person would not repeat the 
attempt at overdose or other non-life threatening act again. For drug overdose, treatments 
consisted usually of either gastric lavage, which is a stomach washout, or ipecacuanha 
(Ipecac), to make the person vomit. Lavage should be done when the person is conscious to 
prevent aspiration, but can be carried out with caution on an unconscious person. Lavage is 
the process of putting a large bore tube into the stomach via the mouth, and washing the 
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stomach out with fluid. The other treatment is administration of an emetic (Ipecac), to 
induce vomiting, followed by drinking over a litre of water. Usually included with both 
these treatments was the administration of charcoal suspension or tablets. Several doctors 
and nurses alike said words to the effect that they had 'better things to do than patch up and 
. clean up after the vomit and the charcoal, or helping people to live who did not want to'. 
There were 'plenty of others who wanted their help'. 
As I read more about the issue, the literature only confirmed what my experiences had been, 
that is, that doctors and nurses have negative attitudes towards suicide attempters. I was not 
sure why nurses had developed their negative attituQes, whether nurses developed their 
negative attitudes separately from doctors or as part of the culture of emergency 
departments. I had studied the culture of nursing during a Bachelor of Nursing 
(postregistration) degree, and was familiar with a phenomenon identified in nursing as 
oppressed group behaviour, where those who see themselves as relatively powerless in tum, 
oppress, or show violence to others at the same level, or to those who have less power, and 
in the context of the emergency department this was usually the patients (see for example 
Daiski, 2004; Freshwater, 2000; Hutchinson, Vickers, Jackson, & Wilkes, 2006). 
For the minor thesis component of a Master of Nursing Studies, I wanted to interview 
women who had experienced an admission to a general hospital after a parasuicide, to see 
what the experience was like. I wanted to know if the negative attitude came across, whether 
nurses could be helpful and wondered what is the best thing nurses could say to or do for a 
person who has attempted suicide. 
In regard to nursing research, much of it has focussed on nurses, rather than those for whom 
they care, What I wanted to do was to record and analyse the stories of the patients, not the 
nurses. I was given ethical clearance by the ethics committee at the university at which I was 
enrolled to interview women who had had a suicide attempt and who had subsequently been 
admitted to a general hospital. I did not want to find these women in the hospital. I felt that 
there were many people who have had this experience, and they must be 'out there'. I 
decided I would contact GROW, a mental health support group and rely on the snowball 
method for recruitment of participants. I did not want to go through a hospital ethics 
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committee as well as the university's in order to obtain access to patients in a hospital. I had 
concerns about my credentials as a researcher doing only Master's level work, and that the 
hospital is the province of doctors. I knew hospitals were supportive of doctors: I'd worked 
in many over the years. Also, I wanted to speak to women who had had time to reflect on 
their experience and who, with the time distance between their attempt and the interview, 
would be less likely to still be suicidal. 
The ethics application had to pass through two ethics committees, a school-based committee 
then the central university committee, but these committees were not coordinated, so the 
whole process took some months before I was notified of the outcome. I had gained ethical 
clearance but due to constrained time lines, I did not think I would be able to obtain any 
participants and still complete the thesis in time. This left very little time to contact the 
agencies or groups, contact participants, interview, analyse, and write my thesis. 
So to complete the thesis requirement, I chose instead to take the line of least resistance, 
interviewing nurses about their experiences with suicide attempters. I did not have to submit 
an application to the hospital ethics committee because at that time, ethical approval was 
only necessary for research which sought to interview patients. This process was relatively 
straight forward. I was able to attach letters to the nurses' pay slips but had to invite 
participation by approaching some nurses directly to reach the number of participants 
required for the study. 
The results of the study for my Master of Nursing Studies degree's minor thesis established 
that the nurses who participated wanted to be helpful to people who had attempted suicide. 
One or two felt frustrated that so many people repeated their suicide attempts, and the more 
often they were repeated, the less sympathetic the nurses felt. But they wanted to be more 
helpful; it was just they were not quite sure how. They recognised that the lives of the 
people they saw were full of social problems but did not know how to ease their burden. The 
nurses did not always know what was best to say to the suicidal person (Macgill, 1994). 
There were limitations of the methodology in the research I conducted because the nurses 
self-selected. The nurses I interviewed for the research were candid about their frustration, 
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but generally had positive attitudes. Nurses who were more negative may not have wanted to 
reveal themselves in research. 
As part of the literature review leading up to this research, it was evident that a major gap 
existed in the literature especially relating to the experiences of suicide attempters. There 
were no Australian studies, only a few anecdotal papers and one or two small, informal 
studies from the US and UK about the way suicide attempters felt about their admissions to 
the general hospital. They felt isolated and worthless because they sensed the attitudes of 
staff. I wanted to find out more about their experiences: how did patients feel? What did 
they want? How could nurses be more helpful? In my experience in emergency departments, 
many suicide attempters were not psychotic or severely mentally ill. Many are desperate but 
their experiences of general hospitals reinforce that no one either can, or wants to do much 
apart from give a psychiatric referral. As the limited literature identified and my own 
experiences reinforced, many of the nurses do not talk to them, they feel isolated and 
ignored, and almost abused. The nurses I had interviewed wanted to be more helpful but did 
not know how. It seems that even the rhetoric of nursing: that it is humanistic and non-
judgemental, makes no impact on the practice of most nurses, not only in emergency 
departments, but in hospitals in general. What little information there was on the experiences 
of suicide attempters supported this. Also, there has been a move to survey consumers to 
find out what they want from services and this current research project I envisioned 
approached that issue. 
On completion of the minor thesis for my Master of Nursing Studies, I still had an interest in 
researching suicide attempters. It seemed suitable as the subject matter for a PhD 
dissertation. The research would focus on suicide attempters being followed up in the 
community. Once again, I did not want to have to go into the hospital for participants. Ethics 
approval proved a hurdle, but not insurmountable. The university ethics committee was very 
particular about recruitment of participants, and did not want any form of advertising for 
participants being displayed anywhere around the university. The committee reported that 
they believed if a person who was feeling vulnerable saw the advertisement, that it might 
either put the idea into their head or move them towards attempting suicide. A discussion 
then took place between myself, my supervisor and two members of the committee, one of 
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whom was a medical doctor. We discussed the issues and resolved them to the satisfaction 
of the committee at the next meeting. However, to actually make contact with prospective 
participants proved to be quite difficult as they were separated from the researcher by layers 
of intermediaries or gatekeepers. It was apparent that many agencies had contact with 
suicide attempters but there was no central clearing agency or person who determined their 
follow up; to find them was a little like finding needles in a haystack. 
To facilitate contact with prospective participants, nearly all helping agencies in the local 
environs were contacted: the Division of General Practice, including personal contact with 
two general practitioners who had an interest in the follow up of suicide attempters, and the 
range of local services who counselled or had contact with distressed people. Then it was up 
to the individuals working in the agency to ask any person who met the selection criteria to 
contact me by giving out a card developed for the purpose. After some months from 1997 
unti11998, I had heard from only two people. Neither was from outside the university. 
However, there were some developments being instigated at a general hospital where I could 
have undertaken the recruitment for my research. The time seemed right for greater 
collaboration. Members of a nurses' research group was keen to participate where possible 
to help facilitate research. The ethics application form was amended to take into 
consideration the changes and the application submitted to the university ethics committee 
once again, in 1998. 
A few changes mainly focussing on recruitment had been made to the ethics application. I 
had spoken to the Nurse Manager of the emergency department who said she would be very 
reluctant to even ask nurses to ask any person who had attempted suicide if he or she could 
be followed up by me, because to do so would be little different from the nurses obtaining 
consent on my behalf. However, she said she would speak to the nurses to gauge how they 
felt about it. 
Therefore, I felt the best course of action would be for me to be at the hospital over a period 
of time, situated in the emergency department to establish my bona fides as the researcher. 
Then, when the staffhad more confidence and knew me, I could rely on them to telephone 
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me if a suicide attempter was admitted to the hospital. I proposed that I would be 'on call' so 
I could ask for a follow up interview when consent would be given formally. There was a 
great deal of discussion by the university HREC who in July, 1998 notified me that it had 
not approved the application and made a number of comments, but in retrospect the salient 
comment was that the "Application should be resubmitted to Executive Meeting following 
submission and decision by the. .. Hospital Ethics Committee. The application should be 
resubmitted with changes considering the following issues ... ", thereafter, a number 
followed. There were some interesting changes such as writing two plain language 
statements, one for the first approach and another for the second. It is important to note on 
this report to me about my application the following statement. "The Committee value this 
research and think it is extremely worthwhile, but ethical issues are very complex." 
The ethics application was subsequently updated to accommodate the changes required by 
the university committee and was submitted on 28th September, 1998 for consideration by 
the Health Services Ethics Committee. A letter from them in January 1999 informed me that 
the project was not approved. It noted that the project could be resubmitted for consideration 
provided that all the concem~ of the ethics committee were specifically addressed and that 
provision of the details of questions that were to be put to the subjects (my italics) of the 
study were provided. There was also a comment opposing the unsubstantiated nature of 
research findings that "It is well documented that nurses are unsympathetic [towards suicide 
attempters]." As I had provided a literature review with my application I was surprised at 
this comment. I believed I had already dealt with the matters requested by the HREC. 
There now seemed to be an impasse, with neither the hospital nor the university committee 
wanting to give ethical approval until the other did. Therefore, a discussion took place 
between my supervisor and the member of the university ethics committee who had 
previously discussed my ethics application. During that conversation it was commented 
upon that there would be a breach of confidentiality if the researcher was located at the 
emergency department as people do not expect to see a person who does not work at the 
hospital. However, I believed there was an issue of coercion if the researcher was to be an 
employee of the hospital and directly involved in the recruitment of the potential 
participants. 
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What eventuated was that I reworked the application to make it more evident that all the 
concerns of the university ethics committee had been addressed and the application was then 
resubmitted in March, 1999. But the hospital committee could not make a decision. In order 
to break this deadlock, the university HREC sought an independent professional opinion. 
What followed from that led me to reconsider my options for the research. 
In March, 1999, I was informed personally by a member ofthe committee that the study 
could not go ahead. I was also told by them that there would be official notification from the 
Committee. I received the letter from the Committee in early April. The letter from the 
University, stated, "After careful consideration the Committee have decided not to approve 
this application even though the study is valuable, it is in the opinion of the Committee, 
unethical." Comments from an independent professional from another institution who had 
been consulted by the Committee to arbitrate were included. One of the comments made was 
that "There is no useful knowledge that is being sought that is not already known" and 
"Methodology predetermines the outcome due to researcher bias." Further discussions took 
place but it seemed that the writing was on the wall as far as this research was concerned. 
For this research to get through either ethics committee, it would need to be vastly different: 
the scope of the research envisaged through discussion with the adviser from the University 
ethics committee took the project out of the realm of a PhD to a major, multi-disciplinary 
study. It was also apparent that the independent professional had their own biases against the 
qualitative methodology that was to be used for the study and this diminished the likelihood 
that the research would ever take place in this form in that hospital. There was no appeal 
against the final decision of the HREC. The member ofthe Committee who told me that the 
project would not be given approval, suggested that perhaps I could investigate the processes 
that I had gone through. Thus, in this exemplar case, there was initial university HREC 
approval of an unworkable recruitment strategy, followed by consideration of an amended 
application which was conditionally approved, and subject to approval by the hospital ethics 
committee. Neither committee could make a decision. This research project was abandoned 
in April, 1999, and the new project, the topic of this research study commenced. 
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This current study involved interviewing 20 researchers to identify 23 cases of suicide-
related research, which provided data presented in the previous chapter. More detail was 
required so in-depth interviews were then conducted with researchers who were willing to 
discuss their experiences conducting suicjde-related research as they had the most to say 
about the ethics application process. Six other researchers were interviewed detailing their 
experiences of conducting suicide-related research. A brief introduction to each of the 
researchers who participated in the in-depth interviews is described below. 
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In-depth Interview 1 (Researcher A) 
Interview 1 concerned the research experiences of A, a psychologist who commenced a 
career in research focussing on the health of older people. The researcher's experiences with 
HRECs identified that committees believed the older participants would be offended or upset 
or be placed at some health risk by the types of health-related questions the researchers 
wanted to ask. This researcher was therefore not given approval for research in this area. 
This refusal to approve projects for older people became an impetus for a change of direction 
focussing on adolescent behaviour. 
As with research with older people, the adolescent research did not specifically relate to 
suicide, but covered more broadly health-related research. A small part entailed questions 
related to depression and suicide. This also proved problematic. An example of an obstacle 
put in front of the researcher by an HREC was the request to remove suicide-related items 
from standardised questionnaires, although they were proposed to be asked face-to-face in a 
scheduled interview format and thus the interviewee would be supported by the interviewer 
as required. 
The previous difficulty in gaining approval when asking only one or two suicide-related 
questions along with other non-suicide related items was influential when it was decided by 
A not to undertake a project proposed by researchers from another University, who had 
HREC approval for the project. Although the research was to use a standardised suicide-
related questionnaire in an interview format, the perceived difficulty by Researcher A in 
obtaining HREC approval to gain access to the target participants, even though approval had 
been granted to the proposers, was too daunting and Researcher A refused the opportunity to 
participate. The obstacles put in place by an ethics committee in their reluctance to approve 
research that broached on suicide acted as a deterrent, leading the researcher to again change 
direction. 
The third research direction attempted by the researcher was intended to establish that asking 
questions which may be seen by committees as potentially dangerous or harmful are not 
harmful, and that asking questions like those regularly asked on standardised mental health 
and general health questionnaires such as, "Have you ever had thoughts about suicide?" do 
not lead participants to begin to think suicidal thoughts or to contemplate suicide. Finally, 
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the experiences of this researcher provided the motivation to become an HREC member in 
order to influence decision-making. Researcher A has identified an area for future research 
but is pessimistic about the likelihood of persuading HRECs of the value of this research. 
In-depth Interview 2 (Researcher B) 
B is a psychologist whose research commenced with broad mental health related research 
rather than suicide-related research per se. Mental health surveys usually include questions 
relating to depression and/or suicide. The researcher has now carried out a number of 
suicide-related research projects. 
B outlined a number of applications to HRECs that had been submitted over the years. The 
initial application sought approval of a project involving a large mail-out of mental health 
surveys to individuals in specified communities, using a list randomly generated by a 
service. The survey included suicide-related questions along with other standardised scales 
to measure items which are used as indicators of mental health. It was reluctantly approved 
after a great deal of discussion. The ethics committee was concerned about who might 
receive and open the letter. After approval, the committee told B that approval should not 
have been given for the study, and when a second application was received using the same 
mail out process, the committee would not give approval. The committee approved the first 
survey although it was concerned about who might receive and open the letter, and the 
follow up available for those who responded. 
With the second application, the ethics committee refused to discuss issues identified by it 
with the researchers. The researchers decided they had to work out "how to get around the 
HREC". The research project was eventually approved, but the researcher had to place 
warnings on the outside of the envelope about potentially distressing questions in the 
enclosed survey. B believed that this led to a greatly lowered rate of return and ultimately 
decreased the value of the research. The HREC feared litigation might result if researchers 
'caused' suicide and upset people, especially the elderly, with questions about suicide. The 
committee refused to approve any more mail-out surveys and effectively denied the 
researchers access to wide community based populations and thus also denied them the 
ability to establish rigorous, publishable research findings. When unable to decide about a 
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further application, the HREC turned to an outside 'expert' who pointed out a problem with 
a method used in the research to elicit responses. This method proposed was a standardised 
format used frequently in overseas research, and which the HREC had previously approved 
in a different study. 
The researcher still perseveres with suicide-related research and each time an application is 
made, makes reference to previously approved applications in order to prevent an HREC 
with new members from objecting to issues that had been accepted by the committee in 
relation to previous decisions. The researcher no longer carries out mail out surveys because 
of the HREC, and has become an HREC member in order to influence decision-making. 
In-depth Interview 3 (Researcher C) 
C undertook suicide-related research as part of higher degree studies in psychology. The 
researcher studied adolescents with whom there was an existing professional relationship 
and ethical approval was sought from HRECs at the institution where the researcher was 
employed and also at the institution where Researcher C was undertaking higher degree 
studies. 
In the flrst study, the university HREC questioned the use of a standardised instrument 
widely used for studying depression, requesting the negative questions to be replaced with 
positive questions. The committee members were concerned that these particular questions 
may cause depression or be emotionally depressing but they were not concerned about the 
suicide-related questions. The HREC refused to acknowledge the research supervisor as 
being the expert to whom it should tum for advice. 
Further issues arose when the university HREC did not want to approve a later study which 
had been assessed as being unproblematic and already approved by C's employing 
institution's ethics committee. The university ethics committee required more complex 
processes. The university HREC was not going to approve the research so C's supervisor 
stated that the research would go ahead without its approval. C no longer carries out suicide-
related research as such, but has not however been deterred from it. Rather, on the contrary, 
C feels better equipped to undertake it, knowing the requirements. 
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In-depth Interview 4 (Researcher D) 
D is a psychiatrist who has undertaken limited suicide-related research. The project 
undertaken by D did not require HREC approval for a part of it, due to being undertaken 
under the auspices of a legislated position, although the complete proposal was scrutinised 
by an HREC. Although approved, D believed that unnecessary time was taken for the 
scrutiny which delayed the research, thus limiting and. weakening the study's potential 
contribution to research in the field. D continues to be an active researcher but has not done 
further suicide-related research. 
In-depth Interview 5 (Researcher E) 
E is a psychiatrist, with a long history in suicide-related research. E began researching in this 
area before ethics approval was required and has been in a position to observe the evolution 
of ethics applications. In order to make life easier, whenever possible, E attempts to avoid 
the need for HREC approval or to minimise the numbers of applications to committees. E 
has chosen to undertake research of a nature which does not require HREC approval, for 
example, using data on the public record. Experience in this area has influenced E's decision 
to try to limit the number of HRECs to which a proposal is submitted because of the issues 
this causes, and the researcher has the capacity to decide this. 
In-depth Interview 6 (Researcher F) 
F has carried out a great deal of suicide-related research and is able to compare processes 
governing research carried out overseas to those in Australia. Obstacles faced include using 
a mail out mental health survey which first required verbal permission from prospective 
participants before it could be mailed directly to them. This research had already been 
approved by other HRECs without this proviso. The requirement imposing initial verbal 
permission has led to greatly increased costs and extended time-lines including extended 
time-lines for gaining approval where, for example, language is required to be changed and 
where multiple HRECs are required to give approval. F "battles on" to undertake suicide-
related research but is continually frustrated by hurdles put up by HRECs and by the lack of 
clarity in jurisdiction, concerning who can grant approval, and who 'owns' a population. 
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These seven in-depth interviews are the basis for a detailed analysis of ethics committee and 
researcher interaction and the subjective meanings attached to these which is covered in the 
following chapter. 
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CHAPTER SEVEN A 
Analysis: Current and Past Ethics Committee 
Members 
Introduction 
This chapter presents the analysis of the responses to the questions put to all participants, 
(that is, committees, committee members past and present and researchers who have 
conducted suicide-related research) in the study. In Chapter Seven A, the interviews with 
current and past ethics committee members are thematically analysed and presented by order 
ofthe questions on the questionnaire. The answers to the semi-structured or closed questions 
are discussed first, then the comments made to the open ended questions are presented. (The 
questionnaire sent to the then current and past committee members is Appendix 7). The 
thematic analysis of the merged researchers' interviews is then presented in Chapter Seven 
B. (The questionnaire sent to the researchers is presented in Appendix 14). The qualitative 
data recorded during the telephone interviews of the cases of suicide-related research are 
integrated with the responses from the in-depth face-to-face interviews. 
Content Analysis of Interviews with Current and Past Ethics Committee 
Members 
The extracts presented have been identified by each interview number, in brackets following 
the extract, and at times, the membership category introduces the extract. Interview numbers 
for those who were past committee members at the time of the interview were also numbered 
from Interview 1, but are indicated as past members. Therefore, a brief tabulated explanation 
of a limited number of the attributes of the ethics committee members is provided in Table 
7.1 (p. 136) in order to identify the membership category and to give context to the extracts. 
It should be noted that not all interview numbers were used, as not all interviews took place. 
When the signed consent fonns were returned to me, each consent fonn was given an 
interview code number so the individual participant providing the data was not able to be 
identified. Some interviews which were consigned a code number did not take place. There 
were several reasons for this, which included, for example, severe illness of the participant, 
loss of contact with participants who had consented, and inability to be able to make an 
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appointment time during this time. Consent forms were received from seven current 
members: Numbers 1, 15, 18,23,26,28, and 29, but interviews were not undertaken. A 
consent form was received from a past member, itemised as Interview 1, but contact was lost 
and unable to be re-established so no interview took place. 
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Table 7.1 Brief tabulated view of ethics committee members interviewed 
Interview 
No. Interviewee No CurrentJPast Membershi~ Category Committee T~~e/s 
1 Interviewee 2 Current c medical practitioner hospital 
2 Interviewee 3 e hospital 
3 Interviewee 4 e hospital/other 
4 Interviewee 5 g university 
5 Interviewee 6 b university 
6 Interviewee 7 c business/social scientist uni / faculty (chair) 
7 Interviewee 8 d nurse hospital 
8 Interviewee 9 c medical practitioner hospital 
9 Interviewee 10 a University 
10 Interviewee 11 b Hospital 
11 Interviewee 12 b hospital (chair) 
12 Interviewee 13 a health network 
13 Interviewee 14 d medical practitioner health network (chair) 
14 Interviewee 16 gIg hospital / university 
15 Interviewee 17 a Hospital 
16 Interviewee 19 a University 
17 Interviewee 20 c / d allied health Hospital 
18 Interviewee 21 f University 
19 Interviewee 22 b University 
20 Interviewee 24 g hospital (chair) 
21 Interviewee 25 f Hospital 
22 Interviewee 27 g nurse Hospital 
23 Interviewee 30 g University 
24 Interviewee 2 Past c psychologist University 
25 Interviewee 3 " c sociologist university (chair) 
26 Interviewee 4 " a Hospital 
27 Interviewee 5 " b University 
28 Interviewee 6 " g University 
29 Interviewee 7 " ~ nurse HosEital 
Categories of membership required by AHEC 
a. A laywoman not associated with the institution 
b. A layman not associated with the institution 
c. Member with knowledge of and current experience in the areas of research regularly 
considered by the HREC 
d. Member with knowledge of and current experience in the professional, care, counselling 
or treatment of people 
e. Minister of religion or similar 
f. Lawyer 
g. Additional membership 
Note 1. Consent forms were received from current members (Interviewee numbers 1, 15, 18, 
23, 26, 28, and 29); and from past member (Interviewee number 1) but no interviews took 
place with these participants. 
Note 2. In addition to these interviews, six in-depth interviews for this study were conducted 
with researchers. See Chapters Six and Seven B. 
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Members of Human Research Ethics Committees 
Research Methodologies Reviewed by HRECs 
There were fifteen interviews conducted with members from hospital or other clinically-
based committees. The methodology identified as most frequently adopted by researchers 
seeking approval for research protocols reviewed by these HRECs is quantitative research. 
Two members with backgrounds in research, one a former academic, estimated that 
quantitative research would comprise 80% of all applications, with the other 20% of 
applications being qualitative or combined approaches. One of these members included 
critical or action research in this qualitative section, adding that this was the same percentage 
as had been previously experienced on another hospital-based ethics committee. The other of 
these members stated that no critical or action research applications had been reviewed 
during their membership. A third member described a similar proportion of 70-80% 
quantitative research with the balance primarily qualitative. Two other members identified 
the most frequent applications as 'a mix', but the examples they both gave were quantitative. 
One stated it is 'usually scientific, more commonly controlled trials of drugs, practice or 
devices'; the example described by the other was 'much more medically based'. Both 
commented that the least frequent applications were qualitative but according to one 'there 
has been some social science research'. 
Three other current members described a higher proportion of qualitative research being 
reviewed. One indicated 'most' for both quantitative and qualitative research, one indicated 
'a mix' and when asked what type of research applications were dealt with, stated, 'Drug 
research, quite a bit of social type research, one to two trials of equipment'. The third 
commented, 'We deal with research projects in all the above categories' (See Appendix 7). 
This member stated: 
We are dealing with an increasingly higher proportion of drug trials, but there are other 
kinds of studies, different approaches to dealing with people with psychiatric illness, dealing 
with staff. We look at quality assurance which looks like research projects. It reflects staff 
studyingfor higher degrees who use their own work setting as the research area. Nursing, 
OT (some), medicine, psychiatry, and psychology quite a lot (Membership a: laywoman; 
Interviewee 13). 
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Issues with Researchfrom a Non-Medical Paradigm and Qualitative Research 
The majority of research applications reviewed by the current members of the clinically-
based HRECs is still quantitative research. In this section of the interview, there were several 
comments related to how well the HRECs were able to deal with non-medical research. 
A layman who was also the chair commented: 
The things that we are not good at because we are least practised at is social science type 
research. We need to do this better. (Membership b: layman; Interviewee 12). 
This member followed on to say that as chair, he was concerned that the committee was not 
spending enough time debating the ethics of the research proposals it reviewed and was 
distracted by the methodologies of the research proposals it reviewed. 
We have a perspective that bad science is bad ethics . ... You have a science committee, the 
non-drug review group reviews social type research. So this group can do this now, review 
the science. We have only recently set this group up and part of this was to achieve that end, 
that the HREC can cQncentrate on the ethics of the research. (Membership b: layman; 
Interviewee 12). 
Two HREC members mentioned that their committees did not deal very well with research 
other than quantitative research, or research that was not medical research or was qualitative 
in nature. One comment from a medical practitioner (the category c member with knowledge 
of and current experience in the areas of research regularly considered by HREC) was that: 
We have qualitative least frequently. The HREC haven't adapted that well to it. There had 
been no training in qualitative research. (Membership c: ... research regularly considered ... , 
medical practitioner; Interviewee 2). 
Another medical practitioner stated in response to the type of research proposals reviewed: 
It may also be clinicians in the field or students doing various degrees, so these tend to be 
less quantitative and more consumer or carer type research. They tend to look at the face 
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value of data without any analysis of it. (Membership d: ... professional care, counselling, or 
treatment ... , medical practitioner, chair; Interviewee 14). 
One member described an interaction with a medical professional concerning his view on 
qualitative research. 
A professor replaced some one else. His idea was that qualitative research was just quality 
assurance. It is just evaluation. I said that you show a lack of understanding of qualitative 
research and types of knowledge. He was a bit surprised that I spoke up. His applications 
were shoddy. Statistics can be manipulated. It is such a positivist view of the world. We were 
going to run workshops so there is an understanding on how to get it right, including 
qualitative research. (Membership g: additional, nurse; Interviewee 27). 
The issue with qualitative research was identified by a member in answer to Question 10, to 
discuss research that was problematic. 
There is no questioning of science because of the dominance of membership ... medicos 
outnumber any other group, the orthodoxy of medicine and science. When research is non-
quantitative, there are questions regarding the merits of the research, for example the 
sample size, questions particularly from medicos who will comment on qualitative research. 
There is no corresponding awareness of medicos even though the AHEC has sent out 
information to increase awareness. (Membership g: additional membership; Interviewee 
16). 
The Usual Process for Making Decisions about Applications 
Of the fifteen HREC members in this group, there were several variations reported in how 
HRECs may undertake review. 
Seven HREC members reported receiving a package with the agenda and all applications for 
review, usually a week before the meeting. Respondents indicated that the volume of 
material varies between HRECs. Generally, where the volumes are smaller, everyone is 
expected to review and make comment on all applications. One member who was a 
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representative on two HRECs, commented on the large number of projects that were 
scrutinised by the hospital HREC. 
All members receive all information. A large amount, a large volume of material, so many 
projects. It moves fast, you need to be ready to jump in to make comment, dozens of projects. 
It is not necessary to be scientifically competent, the volume is very great, the pace rapid. 
(Membership e: minister of religion; Interviewee 4). 
One member commented that if there were questions, they would contact the chair; a 
member of another HREC noted that it contacts the researcher before the meeting to clarify 
questions; another will invite the researcher to attend the meeting or to be available to 
answer questions on the telephone. All members are expected to discuss all the applications 
at the meeting and all are invited to speak. Another HREC has a slightly different model 
where all members receive the agenda about 10 days before the meeting but one member is 
nominated to speak on one application, necessitating a more detailed review. 
Two other ethics committees also nominated members to review an allocated number of 
studies. The members of one committee received copies of all proposals, the other the details 
of a smaller number of proposals but it was expected in both meetings that the nominated 
persons spoke to those proposals. For one of these committees, the decision on how the 
proposals were allocated was based on expertise but not exclusively; the other committee 
based it on skill mix as well as a lay person review. It was estimated by this committee 
member that over the whole agenda, all the applications are reviewed by approximately half 
of the members. 
There was some debate about the appropriateness of the research applications reviewed by a 
research committee which audits the application for the appropriateness of the research 
methodology and design. One member reported that their committee was reviewing its 
structure, and in order to expedite the review process, was planning education sessions for 
researchers to help in th~ir applications and also a subcommittee to review the research. 
These strategic changes were in order to expedite the research proposals so more time could 
be spent discussing the ethics of the research. Another member commented that their 
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committee had decided against formation of a 'clinical' review sub-committee, the decision 
based not on saving time, but to prevent things 'slipping by' the non-medical members. 
However, there were resource difficulties and it was decided that committees should be 
broadly representative. 
However, five members reported meetings where, before the ethics review, the proposals 
had been already been subject to a review. The types of review differed but overall were to 
assess the quality of the research before review of the ethical issues of the research. One 
member reported review by sub-committees reviewing for specific areas such as budgets, 
drugs and devices which left the HREC to review 'more broadly'. Three reported review by 
a committee that reviewed the 'science' of the research, and one member reported further 
delineation into a drug and non-drug review group as the purpose of the non-drug review 
committee was to ensure adequate review of qualitative research proposals. One committee 
reviewed for risk as well as for the 'science' ofthe research. Each project was then reviewed 
by two HREC members, then returned to the researcher for any changes; all members would 
review all proposals at the meeting, the entire process taking three to four weeks. 
The argument behind the initial review of applications by a committee is that if the research 
is not sound then the research is not ethical. One HREC member commented: 
The brief is to ensure that the research done is the highest standard and applies to students 
equally. What statistical tests, the numbers needed, is the research worthwhile? lfnot valid 
scientifically, then it's not valid research. (Membership d: .. .professional care, counselling, 
or treatment ... , medical practitioner, chair; Interviewee 14). 
However, not all HREC members reported that the role of the HREC is to review validity of 
the research by examining the methodology. But this comment also reflects a common 
theme amongst HREC members in regard to the quality of the research proposals reviewed. 
Two ideas are closely intertwined, the quality of the applications not previously approved or 
previously approved by other HRECs. The following comment reflects both the issue of 
whether it is the responsibility of the HREC to critique the methodology of the research and 
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also the ability of other HRECs to assess methodology. The following comment tells of the 
conundrum. 
An area of debate is the area of methodology .... A number of members are academics who 
may say 'not great' but it may have even gone through another BREC. We won't make 
comment. Is it our role to comment on this? Iffrom a local application, we may make 
suggestions, if it's 'in house', as it reflects poorly. If external and approved, we may make 
suggestions but not hold up application processing to delay research. (Membership c/d: 
... research regularly considered .. .I ... professional, care, counselling, treatment ... , allied 
health; Interviewee 20). 
Possibly, the HREC reviewing the application may not have seen it as its job to critique the 
methodology, which puts that HREC in the same category of not having a clear expectation 
of the role of the HREC. 
A member on another committee reported: 
It's not the BREes role to evaluate constructs of research, more to look at ethical 
principles. However they further went on to state: We look at it personally and critically and 
wonder at the value, but this is not seen as our job. (Membership d: .. . professional, care, 
counselling, treatment..., nurse; Interviewee 8). 
This member commented later, when asked question 15 regarding the issues of most 
concern: 
Looking for research of value to practice. Looking for what is the point. At times it may be a 
wasted effort (Membership d, ... professional, care, counselling, treatment..., nurse; 
Interviewee 8). 
Clearly there are issues related to the role of the HREC which have not been well articulated. 
What is the role of the HREC? Is it to critique research methodologies? It is evident that in 
some HRECs that such methodological critique is expected, in others, it is not so clear. 
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Applications may be poor methodologically, but also poorly presented to the committee. 
I can't stand sloppy applications, that's my academic background. What's the research 
going to be like if they can't get the application together? (Membership g: additional 
member, nurse; Interviewee 27). 
Later the same member commented: 
My role gets confused. I tend to give advice as both an academic and as representative of my 
agency. Especially if they have poor supervision, obviously some need help. (Membership g: 
additional member, nurse; Interviewee 27). 
From this interview, the position of this person is clear: the research must be 
methodologically sound and presented with attention to detail. 
As noted in Chapter Two, there are inconsistencies between committees when they review 
applications which have been approved by other committees. M~or issues have been 
identified in regard to multi-site research and there is pressure to have centralised approvals 
obviating the need for multiple review because of: the time and cost of producing proposals 
often on different application forms, the time taken for review by HRECs, and not least, the 
variation in responses from HRECs. Responses can range from requiring specific changes 
unique to each HREC to not approving a proposal already approved by other HRECs. 
Interviews with committee members identified some issues arising from applications which 
gained approval from another HREC. The first comment from a lawyer reflects problems 
identified with approvals by other HRECs in relation to informed consent and privacy. 
Where reviewed by other institutions, for example drug trials, you can't just rely on the fact 
that other committees looked at it and approved it. I don 't look at the science, I leave this to 
others, the medical members. I look at privacy, consent forms in plain English and if it is 
informed, whether local practitioners have any conflict of interest. Just because others look, 
it's hard to understand how anyone could understand, they use words normal people don't 
use. Patients are going to read and be asked to participate when in a vulnerable condition, 
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when admitted to hospital, are asked to go into an experimental situation. You need to be 
cautious. (Membership F: lawyer; Interviewee 25).· 
Further on in the same interview in relation to problematic research, the issue of approval by 
other HRECs was also identified. He stated: 
Giving access to records, it's hard to consent at the time as they are critically ill. It all 
sounds honourable, but the whole idea of records is that they are private. We needed to look 
at the Medical Records Act. It had been considered by many other committees, it did not 
concern the others too much but it concerned me. There's only overt pressure [to approve 
applications that are already approved by another HRECj, it's the system itself if already 
approved by many other hospitals, so who are we to knock it back? (Membership F: lawyer; 
Interviewee 25). 
There is also some pressure felt within committees to approve an application already 
approved by others. Even though the committee member is a lawyer educated at a tertiary 
level, the level of comprehension required by prospective participants is seen as being too 
complex, especially when stressed by a hospital admission or a severe illness, possibly 
leading to problems of lack of informed consent. 
Suicide-Related Research 
Each HREC member was asked to identify a case of suicide-related research which was 
problematic to the HREC. Of the 14 members of hospital or clinically-based ethics 
committees, 10 reported never having deliberated on any suicide-related research. Two 
members recalled research which did not focus on suicide but did mention the possibility of 
suicide in related studies. One of these recalled: 
There was no suicide-related submission that was problematic. Infact, in all the time as a 
member there has been no suicide-related research. There had been a submission 
concerning drug addicts, and one submission where adverse el!ents related to suicide were 
mentioned in a trial. (Membership c: research regularly considered, medical practitioner, 
Interviewee 2). 
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One committee member mentioned deliberating on projects which focussed on depression 
and which used well established tools, but also the methods of face-to-face interview were 
mentioned, so the committee was satisfied that the research could proceed. 
We had one in relationship to suicidal thoughts. It was a well tested questionnaire but a very 
old one. But because it was a standardised test, we weren't too concerned. They [the 
researchers] had difficulty with the language and it was put forward that they can contact 
the authors to get it changed. The questions were very old fashioned and needing changing. 
I don't think it would give a true indication of what the person was looking for. It was 
administered face-to-face and recruited through patients in an emergency department. 
(Membership g: additional, nurse; Interviewee 27). 
Where there were contentious issues, committees could choose to defer to the experts in a 
related area. 
We have a psychiatrist and a psychiatric nurse so we look to them for advice (Membership 
c/d: ... research regularly considered .. .I. .. professional, care, counselling, treatment..., allied 
health; Interviewee 20). 
However, there were few concerns specifically associated with suicide-related research 
identified by participants who were members of HRECs. One member who had deliberated 
on suicide-related research commented: 
There was one a few years ago, there were no great issues that I remember. (Membership f 
minister of religion; Interviewee 25). 
One member who was from a committee which reviewed mental health-related research 
regularly, when asked to recall any suicide-related research recalled reviewing research with 
suicide-related questions frequently. 
Yes, one which had a suicide-relatedfocus but numerous studies with various suicide-
related questions. (Membership a: laywoman; Interviewee 13). 
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There was one other member who was also from a committee which regularly reviewed 
mental health-related research. 
No. Most suicide research is not really problematic. Suicide is an issue throughout our 
service. We ask what are you going to do if the patient is suicidal, or there is child abuse, 
etc? We always try to ensure -when it's the clinical team, to maintain awareness of a dual 
role. That they must treat and refer if suicide is an issue of any other arises. If another 
research team, then it must be discussed with the clinical carer. We long ago left behind the 
alternate clause of corifidentiality so they must let them, the clinical person, know. Most of 
the HREe members have a relative who may be mentally ill and want to do the right thing. 
The researcher must be able to follow up - even where this is a survey. A regular feature of 
our clientele is related to suicide risk so it's a regular part of the service. (Membership d: 
... professional care, counselling, or treatment ... , medical practitioner, chair; Interviewee 
14). 
Two members who were members of two committees at the same time had both deliberated 
on suicide-related research but did not comment on any issues. One was a member on a 
hospital and a national committee and had deliberated on suicide-related research presented 
to the national committee. The other, a member on a hospital and a university committee, 
recalled an application to the university ethics committee. 
One university ethics committee member identified that he had deliberated on very few 
suicide-related research applications but that he could see no problem with asking questions 
about suicide. 
There haVe been suicide-related research but not very many. Talking about issues doesn't 
bring about the issues. (Membership b: layman; Interviewee 6). 
Young people and the elderly seem to be problematic for ethics committees. Two members 
who had reviewed suicide-related research proposals identified concerns with other members 
of their committees. 
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A number of [suicide-related] applications, about six over two years. The main issue was 
with the questionnaire or scenario. It was felt by the HREC that adolescents were a 
vulnerable population for example depression and suicidal thoughts. There was fear in the 
committee that certain questions may have precipitated depression and suicide. With mail 
outs, who received it? Who can debrief or counsel? A delicate matter needing safeguards. 
People are probably more hardy but the HREC probably were considering the worst case 
scenario. They tried to put themselves into the place of the depressed person. Even a small 
influence could trigger a response. Generally the committee was risk aversive, the 
reputation of the university versus the risk to the client. Research should look competent. 
(Membership c, ... research regularly considered ... ; Interviewee 2, past member). 
Suicide-related research, there is some. The one I was present at there was some debate. The 
main area was getting the participants with research in the elderly, to get participants from 
a range of places including nursing homes was seen as not appropriate for [a] fourth year 
[student). That going to nursing homes where you would expect to find the lonely and 
depressed was not suitable for a fourth year student. Did they need to publish? It started to 
demean the research by narrowing the sample so it was less able to be applied in general. 
They worried about the sample and didn't want to risk someone being suicidal. It seemed to 
be protecting the university and the HREC. But, the prejudice demeaned participants; can 
nursing home people give consent? Are people in nursing homes more depressed or suicidal 
than those in the community? People in nursing homes have more support than the 
community sample. An over-reaction. There was a notion that older people don't have a 
brain left and took the right of participating away. They were not permitted to go to nursing 
homes, a community sample only. There was a misapprehension that people in the 
. community are not lonely and depressed They seemed to think nursing homes are depressive 
places with depressed and suicidal people in them. One of the problems is that the 
community sample is relatively healthy and [they] were chopping off valuable samples, 
limiting findings and this leads to extremes. It was paternalistic, let's protect them, they 
couldn't possibly make up their own mind (Membership g: additional; Interviewee 30). 
In contrast another member of a university ethics committee identified problems with a 
suicide-related research proposal the ethics committee had reviewed. 
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There has been one case of suicide-related research. The researcher wanted to interview 
suicide attempters. As they were interviewing suicide attempters they may have increased 
vulnerability. The risks to potential participants were access, recruitment, follow up, the skill 
of the researcher. It may have led to another attempt. (Membership c, .. . research regularly 
considered, sociologist; Interviewee 3, past member). 
Issues of Most Concern 
Question 15 asks 'What are the issues of most concern for you regarding your role on the 
HREC?' Up until now, the questions and answers have been more structured and specific. 
For the next part ofthe analysis, researchers were able to tell their own stories more freely 
and their responses have been grouped together under themes. Two major themes were 
identified, each with sub-themes. The first major theme is Evolution and Change 
Experiences: Rationality/Irrationality. The sub-themes include: Differences in 
Administrative Processes; Uncertainty: Of the Role of the Committee;Uncertainty: Of the 
Ability of Members; Internal Versus External Applicants, Conformity of Members and 
Influence Within the Committee, Decision-making Mechanisms; Work-load and 
Applications; Protecting and Reining in the Researcher; Commercialism and Vested 
Interests. The second major theme is Power and Paradigms with sub-themes of: Qualitative 
and Quantitative Research; Attitudes to Lay People. Finally, the small volume of suicide-
related research deliberated on by ethics committee members is also discussed. 
Evolution and Change Experiences: RationalitylIrrationality . 
Increasing work-load pressures on committee have been noted in the literature and may 
serve to accentuate bureaucratic review processes (Blaskett, 1999; McNeill, Berglund, & 
Webster, 1990). 
Differences in Administrative Processes 
There is no standardised format used in order to review applications. Some committees 
forward all applications to all members whilst some members only review a selection. 
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Administration sends the forms to the HREC assistant. She and the chair parcel them out to 
individuals to act as spokesperson with the details of a smaller number for all applications. 
(Membership c: research regularly considered, medical practitioner; Interviewee 9). 
The research briefs are distributed well in advance and the members have ample 
opportunity to consider issues and concerns. (Membership b: layman; Interviewee 11). 
As noted previously, despite the existence of general guidelines for HRECs, each committee 
may determine its own response to an application, regardless of other committees' decisions 
on the same application (Blaskett, 1998b); so too, within each committee. As one member 
commented, each member may develop their own unique approach to review of applications. 
We receive a copy of all applications, read everything, put up responses, questions, 
comments. I have my own personal framework. Harm is not done to the subject, harm is not 
done to the university, harm is not done to the researcher. (Membership g: additional; 
Interviewee 5). 
Although giving freedom to develop a logical framework for review based on personal 
experience of each member, this method of experientialleaming may also lead to changes in 
focus with each change of committee member. Committees may experience evolutionary 
changes and the changes can either be rational or irrational. 
Uncertainty: Of the Role of the Committee 
There can be variation between individual members within committees and between 
committees in the level of understanding of the role of the committee, leading to uncertainty. 
This uncertainty is reflected in how individuals interviewed saw the role of the committee. 
There is some debate about whether it is the responsibility of the HREC to examine 
methodology: some HREC members identify that their committee identifies methodological 
issues in applications and some do not, as evidenced in the following comments from HREC 
members. 
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It's not the HREC's role to evaluate the constructs of the research, it's more to look at 
ethical principles. I look at it critically, personally and wonder at the value, but this is not 
seen as our job. (Membership d: ... professional, care, counselling ... , nurse; Interviewee 8). 
The role of the committee is not to look at methodology, only if it compromised the research 
participants. (Membership a: laywoman; Interviewee 19). 
One [other issue I would like to discuss] would be as a lay person, some of the research 
seems pointless. There is a need to justify the benefit of the research. Some of the research, 
there is no benefit except teaching a student what research is about. [There is] no real 
problem unless [there is] an impact on participants. We have been told the research 
approach is an academic concern. (Membership b: layman; Interviewee 22). 
For one member, for some research applications, the concern is whether the research should 
be done at all. 
Lookingfor research of value to practice, lookingfor what is the point, at times it may be a 
wasted effort. (Membership d: ... professional, care, counselling ... , nurse; Interviewee 8). 
Several other members were quite clear on the role of the committee in identifying 
methodological issues. The evolutionary nature of committees is evident in the first of the 
following comments which identifies how one committee's role changed. Committees may 
change and adapt to interpret requirements differently as was identified by the following 
members. 
It tended to be a view that the HREC could not legitimately comment on design or 
methodology. It turned this view around as the NHMRC view competence of the researcher 
an ethical consideration. So the project needs to be carefully constructed. If the question or 
hypothesis and design won't allow the question to be answered, then questions are raised 
about the applicant. Serious concerns have been raised regarding competence. Designs are 
flawed or sloppy. (Membership g: additional; Interviewee 16). 
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Good research is good ethics, well constructed, is sound in ethics. (Membership a: 
laywoman; Interviewee 10). 
The brief is to ensure that the research done is the highest standard. It applies to students 
equally. What statistical tests, the numbers needed, is the research worthwhile? If not valid 
scientifically, it's not valid research. (Membership d: ... professional care, counselling, or 
treatmen!..., medical practitioner, chair; Interviewee 14). 
Engagement with methodological issues may vary according to the status of the research 
project. The issue ofthe evolutionary nature of committees and differences in understanding 
roles can lead to unresolvable issues. Concerns are raised where an application has been 
submitted and approved by a committee before being submitted to a second committee 
which sees it has flaws in the research. As noted on p. 143, in-house applications may be 
subject to more scrutiny than applications approved previously by another HREC. 
An area of debate is the area of methodology ..... A number of members are academics who 
may say, 'not great' but it may have even gone though another HREC, we won't make 
comment. Is it our role to comment on this? If from a local application, we may make 
suggestions, if in house, as it reflects poorly. If external and approved, we may make 
suggestions but not hold up the application processing to delay the research. (Membership 
cld: ... research regularly considered .. .I ... professional, care, counselling, treatment ... , allied 
health; Interviewee 20). 
Those with longer term involvement were able to observe the gradual evolution of 
committee focus and processes which saw increasing specialisation and duplication of 
subcommittees. Expression and methodology in one case were separated off from clear 
ethical issues. 
In terms of performance, I think we are going through a transition phase. This is 
deliberately stretching the point to make it, so about one year ago, the HREC looked at 
admin. details, for example, grammar, 'doctor' spelled right. So I told them to put that on 
paper and submit it to the secretary, that we weren't going to spend time looking at that. 
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Then we spent a lot of time looking at science and reviewing that. That was why the 
scientific review committees were set up. We went from hiding behind administrative trivia 
to hiding behind examining the science of the application. We are not good at looking at 
ethical considerations as this is hard. Now that we have non-drug review group, we are 
looking at ethical review. We need to say that nothing is wrong ethically, so there is no need 
to spend half an hour on talking about the science. The culture has changed from policing to 
researching so we haven't completed that journey and we still have some concerns. 
(Membership b: layman, Interviewee 12). 
The sentiment of not being good at focussing on ethical issues is echoed in the 
acknowledgement that clearly focussing on ethical issues alone was quite difficult and the 
committee is not always adept at it. 
The focus of discussion has sharpened over 2002. The level of debate is quite poor regarding 
substantial ethical issues. Over the past year changes introduced have been, firstly, taking a 
leading role in identification and discussion of ethical issues, for example, risk versus 
benefits, recruitment. Secondly, we have been working with the executive officer to generate 
a set of guidelines for the HREC to use for the HREC, applicants and so on. This is a guide 
to discussion so applications should address all issues and to provide a discussion 
framework, to shift distractions from minutiae to substantive ethical issues. (Membership g: 
additional; Interviewee 16). 
The following comment from one member includes several of the issues already identified: 
conflicting personal and institutional guidelines, and negative evaluation of qualitative 
research. 
Qualitative research projects are the most problematic as they are not structured. There is 
no predictability as there is no clear direction. The nature and purpose is to see what 
emerges from the research. [There is a] need to apply NHMRC criteria but my criteria is 
different so [the NHMRC criteria] is difficult to apply as it did not coincide with my own . ... 
Discussion took place regarding different views. We saw all sorts of things, for example the 
grammatical, presentation, why the research was going to be done, lack of consideration. It 
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was not always the students. There was divided opinion about the quality of the research and 
the role of the committee. We may have had the right to advise, rather than stop the 
research. They were not strictly ethical issues. (Membership c: ... research regularly 
considered .. . ; Interviewee 2, past member). 
Some committees have further evolved to where they are free to examine only the ethics of 
applications as there has been a review of the science or methodology of the research by a 
separate committee prior to ethics review. 
There are two committees, a research committee and two ethics committees. Applications 
are reviewed by the research committee for quality of the research. By the time it gets to 
Ethics, the value and quality of the research is evaluated They may have already reviewed 
the ethics or flagged problems. (Membership a: Laywoman; Interviewee 13). 
Although competent in some areas, each committee may review applications from different 
paradigms. All HREC members interviewed stated quantitative research applications made 
up those most fr~quently reviewed by their committee, and for members of hospital HRECs 
these were commonly drug trials. From the interviews with ethics committee members, it 
appeared that the genesis of multiple committees may lie in an individual's feelings of 
inadequacy to audit some applications due to the technical and complex nature of 
applications or, in their view, of the committee's ability to review applications. 
When asked 'What were/are the issues of most concern for you regarding your role on the 
HREC?', one member commented in reply to that: 
That I didn't feel competent to review proposals out of my area of expertise. I can't foresee 
the implications. (Membership c: ... research regularly considered ... , nurse; Interviewee 7, 
past member). 
So although competent in some research areas, this same member also identified issues with 
the ability of the committee to adequately evaluate the science of some proposals. 
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As a committee do we have the expertise? If you're feeling that you couldn't make a 
decision. I asked for it to be minuted that I was dissenting as I didn't feel that the HREC was 
competent. It got me lots of dirty looks. But I can live with that. (Membership c: ... research 
regularly considered ... , nurse; Interviewee 7, past member). 
Therefore, committees are evolutionary but do not all evolve in the same direction; 
individuals may develop their own decision-making methods but they may also be 
influenced by the ethos of the committee itself. Differences include the role of the 
committee, and whether science review committees operate in conjunction with HRECs. In 
previous comments, several members identified concerns about the ability of committees but 
several members also identified doubt in their own or other's abilities. 
Uncertainty: Of the Ability of Members 
The following comment identifies how one member felt about their feelings related to their 
initial lack of ability on joining the committee as a new member. 
[I had] concerns initially whether [I was] up to task but now [I am] much more comfortable, 
[It has been] a learning process. (Membership e,· minister of religion,· Interviewee 3). 
It was apparent that some members experienced a degree of pressure to conform, noted 
previously from a past HREC member. 
It got me lots of dirty looks. But I can live with that. (Membership c: ... research regularly 
considered ... , nurse,· Interviewee 7, past member). 
However, the following three quotes identify the democratic processes in some members' 
HRECs 
[I get] a fair hearing. [There is] a culture of speaking up. The chair's very good but also 
members ensure everyone has a say and does their bit. (Membership c: ... research regularly 
considered ... , social scientist; Interviewee 7). 
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Some members voice no such doubt and identify being able to speak up as a requirement of 
membership. 
I've felt quite comfortable. If you go on a committee you need to be able to handle it. You 
need also to listen to others. All participants are quite capable and should be capable of 
being heard. (Membership g: additional membership; Interviewee 5). 
There may be an expectation that not all members will be comfortable in their ability to 
contribute. 
[The] amount spoken varies but involvement of all members is impressive especially the 
other lay female. (Membership b: layman; Interviewee 6). 
Internal versus External Applicants 
An ethics application may be presented to an HREC from many sources, from within or 
internal to the organisation or from an outside applicant or external to the organisation. In 
some cases, the credentials of the applicant mayor may not have a bearing on the outcome. 
There is more confidence in the applicant where the applicant is internal. This may be 
because the research is designed to serve and reflect the institution's interests. 
The credentials have no bearing on applications. The applicant is associated with the 
hospital. It is the essence of the application and the merit of the research. (Membership c: 
... research regularly considered ... , medical practitioner; Interviewee 2). 
It has been as issue. Credentials need to be appropriate. They often have links to a 
university. If a student they need appropriate supervision. It may be a panel, this is often 
more reassuring, it's usually not a single person, a tendency to work with others, unusual to 
be less than 3. (Membership d: ... professional, care, counselling, treatment ... , nurse; 
Interviewee 8). 
155 
External applications may bring issues to an HREC in regards to not only confidence in the 
researcher but also in regards to resources which may be required. 
There is a feeling that external researchers come in and wreak havoc, then leave us to pick 
up the pieces. We need to ensure they talk locally. If internal, it needs to be signed off by the 
executive director especially if resources are required locally. (Membership c/ d: ... research 
regularly considered .. .I ... professional, care, counselling, treatment ... , allied health; 
Interviewee 20). 
So research may be undertaken by researchers who are external to the organisation. In the 
case of some HRECs, supervision from the organisation where the research is to take place 
is mandatory. However, in some hospitals where the researcher is inexperienced or junior, as 
long as a more senior person is listed as supervisor, the committee may be satisfied. In some 
organisations this is taken at face value. In others, supervision is more questioned. 
We expect the applicant to have had experience or local supervision, to be well credentialed 
or training. It may not be refused, we get an expert in, it is often sorte.d before the general 
committee, but may wait until the HREC meeting. (Membership e: minister of religion; 
Interviewee 3). 
Another member commented that the HREC sought to ensure that a junior researcher was 
assisted: 
Credentials are sometimes scrutinised. It may be a junior researcher with no experience. We 
look at the head's qualifications or the supervisor. The differences in relationships may be 
needing to be made clear, whether supervisor or principal researcher. (Membership e: 
minister of religion; Interviewee 4). 
As one member of a hospital HREC commented: 
Sometimes it's not clear as to who is doing what. You may have a principal investigator and 
other members. We ask, who is getting what? PhD? Masters, Honours? What are the 
research nurses doing? It's people building up a track record. It's whether they are 
overseeing the research properly . ... It may look like an experienced researcher is doing it. 
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For example, the principal researcher may not be there all the time. Who is getting the 
consent? Have they been educated and trained? It gets very difficult as the researcher's 
team are not there, it's the residents and registrars, and how much do they really know? 
(Membership g: additional, nurse; Interviewee 27). 
Conformity of Members and Influence Within the Committee 
New lay members of a committee may not find it easy to determine at what level the 
committee will function and how they may fit in with the standards of the committee. They 
may also take on the values of the committee. 
It is difficult to represent the 'lay' community, it usually comes down to 'my' thought. I don't 
know if I've contributed as a 'lay' person. As you learn standards, etcetera, it becomes more 
like other members. An individual internalises the values of the committee. I approve of the 
'ethics' of the ethics committee but I don't have a problem. But on the other hand, I'm not 
sure how much I contributed as a 'lay person' as there is no real conflict between my own 
ideas and applications. (Membership b: layman; Interviewee 6). 
There may be covert pressure within the committee to conform, and pressure is also felt by 
members when something happens to another committee thereby influencing the perceived 
risk of the research considered by the committee . 
.. . Although all protocols were in place, because the group was not used to invasive 
research, they wanted further investigation. There was a great deal of nervousness with this. 
Ifelt the protocols were adequate myself but a couple of other individuals had difficulty. It 
was passed eventually. When the media reports on what happened at another institution, it 
would increase the conservatism in the committee or with individuals. If the outcome was 
negative then it had quite an effect. (Membership g: additional; Interviewee 6, past 
member). 
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Decision-making Mechanisms 
i <7onsensus 
Most of the members when asked they were asked about the model favoured for committee 
decision making, identified consensus as the usual operation for achieving outcomes. 
Each project is reviewed by two members then to the researcher, and then the general 
committee. Everyone looks at all; they are expected to, then a process of consensus. .., 
An egalitarian committee, the chair is fair, listens to all and consensus formed (Membership 
g: additional; Interviewee 3). 
Consensus is not always reached easily but in this committee, the views of the member are 
taken into consideration. 
This is the point of it, to have consensus. If someone strongly objects and can't be 
persuaded, we try to incorporate their issues, but this rarely occurs. (Membership d: 
... professional care, counselling, or treatmen!..., medical practitioner, chair; Interviewee 
14). 
Another member identified that failing to reach consensus involved some difficulty and 
"dirty looks", as noted on p. 1540 
Decision-making may not be based upon consensus but upon precedent, as illustrated by the 
following extract. 
The key role, not of the chair as much as the secretary, is to alert the committee as to what 
happened previously. We may have made a different decision six months ago. They say, 
hang on, six months ago you did this. As you deal with so much work, they are key people 
withfair hearings. (Membership c: ... research regularly considered ... , nurse; Interviewee 7, 
past member). 
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ii Importance of the Chair 
Many members saw the role of chair as integral to the culture of the committee, not only in 
the administrative role he or she adopted, such as keeping the committee moving in order to 
get through the work-load, but also as an influence on the culture of the committee. 
An egalitarian committee, the chair is fair, listens to all and consensus formed (Membership 
e: minister of religion; Interviewee 3). 
The chair opens up for comment, they are very good at opening up and getting everyone to 
comment; asks if a person doesn't say. Tries to ensure everyone gets a say. The chair pulls 
together issues, then the meetingfocuses on issues of concern. (Membership g: additional; 
Interviewee 30). 
The chair is absolutely pivotal, has mastered all protocols, understands and is influential but 
not domineering, controls the strong personalities who can be quite confronting to other 
members. (Membership c: research regularly considered, medical practitioner; Interviewee 
9). 
Work-load and Applications 
The chair's central role has been highlighted, and is important in order to keep the 
committee on track in order to get through the work. It is the work-load of committee 
membership that was highlighted by many members. 
We would get between one and a half to three weeks, a stack of submissions, often 
humungous sizes, six centimetres of applications. There were between 6-15 fifteen to read 
and make comments .... The meetings would go, one qfter another with applications, up to six 
hours long. (Membership b: layman; Interviewee 5, past member). 
The issue of most concern is the changed work-load The load is getting weighty, demands 
have increased immensely over the last ten years. The meetings are now monthly and last 
hours, applications mountainous. This has happened without realisation, it has snuck up. 
There needs to be a review of both management and processes. There is a move for a 
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centralised and a multi-site committee. The work has increased as there is a need to submit 
for everything. (Membership c: ... research regularly considered ... ; Interviewee 2). 
The time line from the time of application to the meeting is about a month to three weeks 
before the committee meets because of the amount of applications each month. The number 
can vary but generally very solid The volume had increased this year [the year of the 
interview] possibly due to privacy legislation. Hours of reading, I give a couple of days. 
(Membership e: minister of religion; Interviewee 3). 
(Comment on membership of a hospital HREC) All members receive all information, a huge 
amount. A large volume of material, so many projects. It moves fast, you need to be ready to 
jump in to make comment. Dozens of projects. It is not necessary to be scientifically 
competent, the volume is very great, the pace rapid [Compared to membership on another 
HREC]. It moves at a steady pace, all ensure everyone has an opportunity to contribute. 
(Membership e: minister of religion; Interviewee 4). 
The amount of preparation for meetings is evident in the following comments. 
We meet six to seven times per year but the pre-reading is enormous, hundreds of pages. Ten 
days is enough time, it's arduous but manageable, but I wouldn't want more. Each 
application is well and truly examined (Membership d: ... professional, care, counselling, 
treatment ... , nurse; Interviewee 8). 
Administration staff are overwhelmed at times, this is a university resourcing issue. 
Responsibility has evolved over the years so I may get extra work-load at times. As an 
external member you must look at all applications. The work-load is consistently high. 
(Membership a: laywoman; Interviewee 19). 
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Protecting and Reining in the Researcher 
Time lines may be short with large volumes of reading however, researchers may feel that 
delays in the process may be unwarranted: several members had formed impressions 
regarding how the researchers felt about delays. 
Delays that happen are generally in the interest of researcher and community, to protect the 
researcher from transgression of guidelines. HRECs interface between researcher and 
community. Researchers may feel hampered, delayed. (Membership e: minister of religion; 
Interviewee 4). 
Researchers may not believe it but the HREC sees itself as educational and wanting to be 
helpful. (Membership c: ... research regularly considered ... , social scientist; Interviewee 7). 
However, members may feel that criticisms are warranted. Here it is acknowledged by the 
committee member that if the researcher is a student, it may require the supervisor to 
supervise more closely. They also acknowledge the power some researchers who are 
clinicians may try to exert over the committee, identified here as 'the white coat syndrome' . 
The adequacy of the supervision, protectionfor the researcher, mostly from PhD students. 
There is a role for clinicians, a needfor good experienced clinical background regardless of 
the research background. ... The expert enjoys a degree of power, the white coat syndrome. 
(Membership a: laywoman; Interviewee 10). 
Most concerningfor me are the questionnaires obviously designed by academics with little 
or no concern for the sensitivities of the people that will be asked to respond. Many of the 
survey instruments are couched to get good data rather than to be concerned about the 
respondents' actual views. There are also often inadequate counselling safeguards in place 
to assist respondents to questionnaires should the questionnaire bring out emotional 
responses. Probing research, and not adequate counselling in place. (Membership b: 
layman; Interviewee 11). 
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Committee members may feel that applicants can try to circumvent processes. Several 
members identified that researchers who had many years as researchers were feeling 
frustrated by the requirements of the ethics process. The following three comments identify 
this concern. 
Members of the HREC consult with researchers regarding the research process rather than 
ethical issues. How can we get 'around' it rather than change the approach, rather than 
trying to address the issues. It had to be approached in a different way. (Membership b: 
layman; Interviewee 5, past member). 
The most outstanding personal issue is keeping up to date, confidentiality and keeping our 
brief The whole culture has swung, probably for the better. It is a lot harder to 'slip a 
project through' and cut corners. Some try to still. There are a lot more complicated issues, 
for example, confidentiality, privacy and so on. There have been changes over the years. In 
the early years the researchers thought, this is a good idea [a project}, let's do it. These 
were senior, respected researchers who were upset about ethics review. How can someone 
else vet our project? (Membership d: ... professional care, counselling, or treatment ... , 
medical practitioner, chair; Interviewee 14). 
But drug trials, they just cut and paste the applications and the lay people can't understand 
it. They say, 'What does this mean?' 'What sort of cancer is this? Is it dangerous?' I can't 
stand sloppy applications, that's my academic background What's the research going to be 
like if they can't get the application together? So we are going to do random audits to 
ensure that the research is going to be done properly, the way [it was set out} in the 
applications. (Membership g: additional, nurse; Interviewee 27). 
A level of lack of trust in the researcher is indicated that warrants further policing after the 
approval has been given. 
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Commercialism and Vested Interests 
HRECs feel a great deal of pressure when funding is involved but do not always interpret 
funding as indicative of the ethical quality of the project, even where other HRECs may have 
approved a project. 
Ifelt quite proud that the HREC was able to stop research where the HREC felt there were 
repercussions. The trial was approved overseas, I've not heard what happened. The general 
majority was unhappy with this project, may have been market driven. It was approved in 
other world-wide centres. (Membership c: ... research regularly considered ... ; Interviewee 
9). 
The pressure to approve a project may be great. 
I would say yes ffull and frank discussion takes place j, no shadow of a doubt, including 
querying a vested interest with drug companies. The worst probably is multi-centre, for 
example, six states, the UK, they are all doing it. So we should too. We turned it down and 
the shit hit the fan. You certainly can get some political fallout but we've weathered it so far. 
(Membership d: ... professional care, counselling, or treatment ... , medical practitioner, 
chair; Interviewee 14). 
There are still issues for some members ofHRECs which are ambiguous, such as those to do 
with devices and corporate incentives. 
A further problem is the regulations with drug trials. There is monitoring of the phases but 
devices are not subject to the same scrutiny as drugs. Devices need to be more closely 
followed, for example, what had occurred with pacemakers a number of years ago. 
(Membership c: ... research regularly considered ... ; Interviewee 2). 
Some time ago, some suicide-related research. There are mental health questions, general 
health research. There is more time spent on these than others as there are political 
overtones and elaborate instruments. One was on Vietnam veterans and they came back to it 
two to three times. There were funding issues. Now I have been in the ethics business so 
163 
funding is more important because of competition and differences in opinion in the 
institution. (Membership e: minister of religion; Interviewee 4). 
Ask, what's in itfor the hospital or the physician, do they get a trip to, for example, 
Queensland for the unveiling of the results? There is a growing culture of enquiry in the 
HREC. It may be one of the reasons why the physician participates (in research). There is 
lots of money the drug companies throw at doctors via gifts and presents. There are some 
pretty naive people, the minister sees the medicos as altruistic. The medical person may not 
have the same views about disclosure. People should disclose, we ought to know. The lay 
people are picking up more. It's a pretty potent incentive. It's not wrong, it just needs to be 
disclosed. (Membership f lawyer, Interviewee 25). 
Generally speaking, credentials don't matter too much BUT when a grant or the university 
may make some money, there may be moral concerns regarding this, universities in 
general.. .. (Membership f lawyer; Interviewee 21). 
We examined one where the recruiters (doctors) get paid money for each person. Would they 
need longer consultation as well as the money? It was drug company research. We were not 
happy so referred it on to the College of Physicians. None of the medical staff would 
comment, whether there was something in their code of practice to prevent this. The nurses 
can see problems as it's not in their code to take money. (Membership g: additional, nurse; 
Interviewee 27). 
Commercialism was seen as a concern by several interviewees. For example the following 
University HREC member commented: 
... there is increasing commercialisation of research for example, food and drug companies. 
(Membership a: laywoman; Interviewee 10). 
Vested interests of commercialism may be an issue, but so is where the power of the medical 
profession allows for the exploitation of resources not related to or possibly not costed into 
the original research. 
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Offering prizes to get into drug trials is also a problem .... Another thing, you have to watch 
out for it. If you have a protocol where a patient is seen by a medical practitioner more than 
they would usually, and charged to Medicare, that this doesn't get slipped through. It didn't 
happen often but it did happen and you need to be alert to it. That's because of shifting the 
cost or getting an assessment done and they're not paying for it as part of the research. It 
might be tests or a medical review that they're not payingfor. (Membership c: ... research 
regularly considered ... , nurse; Interviewee 7, past member). 
Power and Paradigms 
All members of the HRECs interviewed, current and past, identified that the majority of 
research proposals presented for deliberation were quantitative, with a minority being 
qualitative. Hospital HRECs were less likely to review qualitative research proposals and 
dealt with a preponderance of quantitative applications, most usually drug or appliance 
related. The following quote from a member of a hospital HREC indicates that the member's 
committee struggled with qualitative research. 
Qualitative research is the least frequently reviewed research. The HREe haven't adapted 
that well to it. There had been no training in qualitative research. (Membership c: ... 
research regularly considered ... , medical practitioner; Interviewee 2). 
However, the issue with qualitative research is not unique to hospital HRECs. 
The types of research most commonly presented at faculty level are a mix. The university, 
traditionally less qualitative but recently more action-related, leading to more raised 
questions. An increase in qualitative recently. (Membership c: ... research regularly 
considered ... , social scientist; Interviewee 7). 
As highlighted in the literature review in Chapter Two, some conflict between HREC 
members due to the different theoretical approaches favoured particularly by positivists 
versus non-positivists, could be expected to occur in HREC deliberations. Although not 
strictly related to positivism, a degree of discord is evident between the different disciplinary 
fields as evidenced by the following remark. 
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Difficult to say [if the applicant's credentials have a bearing on the outcome). Amongst 
members of the committee has evolved a level of jocularity about members of certain 
faculties. Universities are chockers [full] with prejudice and gossip. (Membership b: 
layman, Interviewee 5, past member). 
And that as a nurse, the medical profession make demands of nursing research that they 
don't make of their own colleagues . ... They might ask if in a hospital ward to sign off by the 
senior nursing staff, then the medical staff would also have to sign off. If this is a nursing 
project, why is the medical department signing off? It's not reciprocal, it would never 
happen the other way around This is not just politeness, it is giving their permission for 
their patients to be involved. This happened on more than one occasion. This was probably 
true of psychology and social science too. They do think they're experts in other disciplines. 
They don't like words like epistemology and that's language they don't use and rubbish it. 
(Membership c: ... research regularly considered ... , nurse; Interviewee 7, past member). 
A former lay woman from a hospital ethics committee noted the following in relation to 
disciplinary hierarchies and medical dominance. 
[Cases that are not problematic have] [c]lear methodology, the plain language statement 
etcetera. The HREC is predominantly medical and if in that comfort zone proposals are put 
through more readily than 'touchy feely' social sciences. There was a hierarchy of how 
subjects were received If medically orientated and spoken to by a doctor then they were 
through easily. If a nurse application, reasonably but not as readily received as those that 
come from a doctor. Social science type, less readily accepted There is no comment or 
negative. If psychiatric services, if the head of psychiatric services is in favour or not then it 
had a hard passage. These sit outside the system somehow. If it got through, the social 
sciences will get through eventually. The higher up the hierarchy, the more likely to be 
accepted I felt that this was the role of the lay person, more to health than the medical 
model. (Membership a: laywoman; Interviewee 4, past member). 
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For one member, there were fundamental issues to be addressed in relation to the 
epistemological approach of the HREC. 
What happened, where the most problems were to do with alternative therapy, models, 
resting on an entirely different philosophy, and it was needed to show the interventions are 
as good if not better than the traditional medical model. If the need was to use the medical 
model approach, it would deny the epistemology of that particular 'alternative' approach. 
You need to maintain the belief that the alternative approach is as good as medical research. 
What I perceived as the main core was never addressed It tried to serve the positivist 
approach whereas the approach to health maintenance approach was from another 
paradigm, a contradiction in terms. (Membership b: layman; Interviewee 5, past member). 
In one interview, the issue of the power of dominant groups was evident. 
This committee is small minded Plus we get some very rude letters backfrom researchers 
who think they are above questioning, from medicine, medical researchers. In particular 
oncology and cardiology. They send the letter to the HREC as it peeves them if we ask for 
clarification. They have to do it, it annoys the hell out of them. It's almost like they are 
beyond reproach. We wouldn't be functioning as an ethics committee if we didn't get these 
issues addressed (Membership g: additional membership, nurse; Interviewee 27). 
These above comments reveal the recognition of the operation of disciplinary paradigms and 
power differentials. 
Attitudes to Lay People 
Some lay people find it easy to contribute to proceedings. As shown previously, one male 
lay member of a hospital complimented the chair for being inclusive. 
The role of the chair is absolutely excellent, really values the committee, will speak to people 
to comment if absent, inclusive. (Membership b: layman,' Interviewee I1). 
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For some lay people, having support is crucial as the following three excerpts, parts of which 
have been viewed before show. 
There are some pretty naive people, the minister sees the medicos as altruistic. The medical 
person may not have the same views about disclosure. People should disclose, we ought to 
know. The lay people are picking up more. (Membership I lawyer; Interviewee 25). 
I do [express my point of view]. I don't believe the lay people always get the opportunity. 
There's a lot of sniggering and talking going on when the lay people are talking. The 
professionals, our medical colleagues. There was a lot of eye-rolling while they were 
talking . ... The lay people have had workshops which was a follow on from the survey 
[undertaken by this ethics committee due to issues with roles and concerns about speaking 
out by the lay people which had been identified], whether their voices are being heard. 
There was a lot of back talking as the lay people were presenting. The workshop helped 
them look at their role. They are more comfortable. They say I can only comment on this 
part. There are a number of lay people. The chaplain, the chaplain is very, very nervous. We 
have some very strong women who won't be silenced as easily as the men are but I think 
that's an exceptional case . ... Our chair was surprised, he's male, at the inability of lay 
people to feel comfortable to speak. It's rude at any meeting, it shows lack of respect. He 
didn't realise. Ifelt very uncomfortable. I picked it up and mentioned it. That's why we had 
the survey. (Membership g: additional, nurse; Interviewee 27). 
When asked the questions about being able to express your point of view, getting a fair 
hearing and if full and frank discussion takes place, one past member expressed that at times, 
it may take one person to speak out to disagree in order to create the climate of speaking out 
if in disagreement. 
Yes, [we are able to be] as frank as we could go. We needed to agree to censor usual 
opinion about all this. Whilst okay for me, I'm verbal and have been in this area for years, I 
could see a person who felt intimidated. When he said his own, the other person said that is 
what I wanted to say. You need stamina and stature to come out to speak. (Membership b: 
layman; Interviewee 5, past member). 
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Small Volume of Suicide-Related Research 
Because it was noticeable that few of the committee members had deliberated on suicide-
research related proposals, this was noted as a separate theme. There were some differences 
in interpretation of what was meant by suicide-related research. 
There was no suicide-related submission that was problematic. In fact, in all the time as a 
member there has been no suicide-related research. There had been a submission 
concerning drug addicts, and one submission where adverse events related to suicide were 
mentioned in a trial. (Membership c: ... research regularly considered ... , medical 
practitioner; Interviewee 2). 
The following extract indicates what constitutes for this member suicide-related research. 
Furthermore, this lengthy extract was included as the committee member is one of a few in 
this study who has deliberated on suicide-related research. Also identified are specific issues 
important to this member's committee if they receive an application to conduct suicide-
related research. 
There has been no suicide-related research. We have had 'at risk' youth and plenty of 
questionnaires with suicide-related question. These pose problems as you need to protect 
students, they are not deemed qualified or competent, some students are left as the only 
person in a room with a person who may pose a risk. .. , We seek to ask the supervisor or 
faculty as to how to address potential for problems, for example, follow up, debriefing, the 
need for a qualified person if there is a 'critical event '. We have an incident reporting 
mechanism, for example if there is an adverse effect. We apply standardised mechanisms for 
preventing problems, they are in place if there is an adverse event. The committee is aware 
of how to feed back and ask for evidence of consideration of an issue... There is the risk to 
the researcher if participants are vulnerable, but I feel the HREC can ensure projects 
contain mechanisms to prevent potentiality. They should have an arm's length distance and 
seek a mandatory report and investigate incidents. We put it back on supervisors to make 
them responsible. They usually need an expert in mental health. A mail out survey would 
pose problems because it is unidentifiable and de-identified It usually needs to be research 
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conducted on the premises, and shouldn't be done in private. If a mental health survey, 
usually face-to-face. (Membership a: laywoman; Interviewee 10). 
The issue of suicide-related research may elicit differing responses in members. The first 
comment indicates wariness about asking questions about suicide consistent with the main 
myth about suicide discussed on pages 20--23 in Chapter Two, whereas the second comment 
reflects a different view. 
Suicide-related research? An example of suicide-related research, there was committee non-
approval initially ..... Special conditions are that there is a needfor evidence regarding 
raising the topic of suicide ... You need to be sure the problems exists, that the research 
won't compound the issue. (Membership I lawyer; Interviewee 21). 
There have been suicide-related research projects but not very many. Talking about issues 
doesn't bring about the issues . ... None [of the research projects have been J problematic. 
(Membership b: layman; Interviewee 6). 
There is evidence of change, rational specialisation in response to huge work-loads, but also 
individual not systematic approaches. If non-medical people are not fully heard, or if the 
workload restricts discussion in meetings, it may be that there is a "default" of prioritising 
positivist research and delegating decision-making to medical members. There remains some 
uncertainly about the role of the committee and how to focus on ethical rather than 
methodological issues. Scientific paradigms and medical dominance are noted. Qualitative, 
social science research is more likely to be negatively evaluated. Considerable evidence of 
democratic speaking rights and efforts towards consensus is noted, as is recognition of the 
skills of chairs but also acknowledgement of somewhat derogatory attitudes towards lay 
members. 
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CHAPTER SEVEN B 
Analysis: Interviews with Researchers 
Introduction 
The following section identifies themes developed from interviews with researchers who had 
undertaken suicide-related research. Analysis draws together data obtained in interviews 
carried out over the telephone where the focus was on a case of suicide-related research and 
in the follow-up in-depth tape recorded interviews with six researchers previously 
interviewed over the telephone. Table 7.2 (p. 172) provides a brief summary of the telephone 
and in-depth interviews conducted. 
Content Analysis of Interviews with Suicide-Related Researchers 
After transcribing and reading interview data several times, themes were derived on the basis 
of a content analysis, and recognition of replication of concepts and reported incidents. 
Discussions with supervisors and supervisor scrutiny of transcripts provided validation of 
thematic coding. Themes presented identify: Myths about Suicide: The Contagion Effect of 
the'S' word; Lack of Professional AutonomY,and Respect for Researchers; Power and 
Paradigms; and finally, Resistance Strategies: Resisting Decisions; Obfuscation; Infiltration. 
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Table 7.2 Brief tabulated view of cases of suicide-related research 
Case Tele~hone (Face-to-face} Interview No. In-de~th Interview Disci~line Category of Research 
Case 1 (Face-to-face) Interview 1 In-depth Interview 2 Psychology Modified 
Case 2 (Face-to-face) Interview 1 In-depth Interview 2 Successful 
Case 3 (Face-to-face) Interview 1 In-depth Interview 2 Discouraged 
Case 4 Telephone Interview 3 In-depth Interview 5 Medicine No ethics application 
Case 5 Telephone Interview 4 Social Work Successful 
Case 6 Face-to-face Interview 5 Nursing (Psychiatrist) No ethics application 
Case 7 Telephone Interview 6 Psychology Successful 
Case 8 Telephone Interview 7 Psychology Successful 
Case 9 Telephone Interview 8 In-depth Interview 4 Medicine No ethics application (partial) 
Case 10 Telephone Interview 9 Psychology Successful 
Case 11 Telephone Interview 10 Psychology Discouraged 
Case 12 Telephone Interview 12 In-depth Interview 3 Psychology Modified 
Case 13 Telephone Interview 13 Epidemiology No ethics application 
Case 14 Telephone Interview 14 Other No ethics application 
Case 15 Telephone Interview 15 Medicine Successful 
Case 16 . Telephone Interview 16 Other No ethics application 
Case 17 Telephone Interview 18 Psychology Successful 
Case 18 Telephone Interview 19 Nursing No ethics application 
Case 19 Telephone Interview 20 Nursing Successful 
Case 20 Telephone Interview 21 In-depth Interview 2 Psychology Discouraged 
Case 21 Telephone Interview 22 Psychology Successful 
Case 22 Telephone Interview 23 In-depth Interview 6 Medicine Modified 
Case 23 Teleppone. Inte.rvie.w 24 Il1 __ depth Il1teryiewj _ Ps)'~hology Successful 
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Myths About Suicide: The Contagion Effect of the'S' Word 
Several of the researchers were concerned by HRECs reactions to standardised 
questionnaires used in assessment of psychological and physical health and ill health. There 
is a continuum in the scope of both the number and depth of questions relating to suicide 
used in standardised questionnaires, from one or a few questions relating to suicide, such as 
those commonly included as a part of general health or comprehensive mental health 
questionnaires, to questionnaires where the entire focus is on suicide-related ideas and 
behaviours. Questionnaires may be used to survey communities or sample populations from 
the broad 'well' community, from populations who may be seen as 'at risk' such as 
adolescents, or from groups who may have actually attempted suicide. What became evident 
from the interviews with researchers was the powerful emotive response that the term 
'suicide' elicited from committees, even though there may only be one question about 
suicide on a questionnaire. This was noted by several researchers. One researcher 
interviewed via the telephone (and who also later participated in an in-depth interview), 
specifically identified this during their telephone interview in the following way: 
Suicide is an area associated with strong feelings, for example, when ethics committees 
consider research, they are concerned with risk and prediction. (Telephone interview 3). 
The way suicide is referred to in the following quotation signifies its taboo nature for some 
ethics committees, so much so that another researcher interviewed referred to it as the'S' 
word during the in-depth interview . 
... many of the depression measures will have a suicide item in them. Which means if you 
look at depression, you often have the'S' word in there, if you want to use the Beck 
Depression Inventory. (In-depth interview 1). 
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A second researcher recounted a committee member's emotional response to the term being 
used . 
... and we used quite standardised questionnaires that pre-existed, and we had to go to the 
ethics committee, and it was a nightmare because we wanted to use random sampling from 
the electoral roll, and do a postal survey, and they didn't want our survey with suicide 
questions. It was particularly the suicide questions going out to the community and that was 
their sticking point. We heard that they were worried that, they told us the example that 'If 
my mother got that, then she would have a heart attack '. So that was from one Committee 
member. (In-depth interview 2). 
Therefore the. topic of suicide was seen as an affront to sensibilities or potentially distressing 
to respondents even when established questionnaires on suicide and related areas such as 
depression were used in order to carry out the research. This was even when their focus may 
not have been on suicidal people but on a broad sample from the community in order to 
study a more general mental health area. Although not initially focusing on suicide 
specifically, the following statement by the researcher identifies their involvement with 
suicide-related research through health-related research. 
The General Health Questionnaire has a suicide item, so you get involved in that way. (In-
depth interview 1). 
A second researcher was focusing on the mental health of the community. 
We did our first ... survey trying to document mental health ... and that included suicide, 
depression and stress, and how people cope. (In-depth interview 2) 
That sensitive areas were being proposed for research was seen to lead to problems because 
committees might consider that it was not only the word 'suicide' which might be upsetting 
people, but also because they may have a beliefthat the words which define the topic of the 
research can influence how people feel. On occasion committees have asked for word 
changes to include less emotive words, as one researcher noted: 
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The ethics committee asked to change the terminology to emotion rather than suicide so I 
was looking at a broader range in the plain language statement and I changed the title, it 
was changed from suicidal ideation. The rationale for changes was that it was less 
threatening, and it was constructive. I may have had more participants with this change. 
(Telephone interview 4). 
Although constructive, the request does reflect the fear committees had of the use of the 
word 'suicide', and the researcher was requested to instead use the word depression. In this 
case of suicide research, the researcher gave permission to use the approval letter from the 
HREC. The HREC approved the research but the application was subject to the following 
changes. 
The Information Sheet is worded too strongly, implying that patients who obtain a score on 
the questionnaires may be suicidal. The wording of the Inforamtion (sic) Sheet should be 
amended using the word "depressed" instead of "suicidal" where appropriate. (HREC 
approval letter sent to researcher, Telephone interview 4). 
The concern of some committees about upsetting potential participants was greater than the 
identification of the importance of using the standardised instruments when asking 
researchers to change terminology. There was a lack of understanding regarding the use of 
standardised instruments, as is evidenced in the following quotation from a researcher: 
... the measure we wanted to use was the most widely used measure in depression in adults 
and adolescents and they wanted us to take all the negative questions out and/or replace 
those questions with 'I feel happy' and 'life's good' because they were firstly concerned that 
asking questions about depressed mood would actually cause depressed mood and be 
emotionally distressing to participants. (In-depth interview 3). 
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One researcher reported removing questions on suicide in order to undertake the research. 
I then did a big survey in the schools and we took out the suicide stuff, we didn't put it in at 
all. (In-depth interview 1). 
In the following case of suicide-related research, the committee wanted to draw attention to 
the upsetting nature of the research and asked the researcher to use stronger language than 
the researcher believed necessary. 
You can see what the committee wanted me to change. This is in the informed consent. 'It 
has the potential to upset you a little bit' and they wanted me to change it to potentially 
serious' and add the words 'serious negative feeling' so really emphasise the possibility of 
the questionnaire upsetting people. Which from the research point of view, you don't 
necessarily want to set your participants up with that sort of expectation. (In-depth interview 
1). 
The basis of these changes in some cases is related to the understanding of the committee of 
the effect of the questions. It appears that there is a belief that the words used in the research 
may have negative consequences on participants. One researcher reported: 
Yes, certainly the idea of asking someone about their mood or asking about suicide would 
actually lead to them, to the feelings or thoughts. Even in the second study, there was 
probably a belief that to follow up on former participants who had been depressed or 
suicidal might re-activate their suicidal thinking, although that wasn't spelled out 
specifically but I think there was that kind of assumption that was probably there. I think 
more ... possibly related to the idea that if someone 's suicidal thinking is reduced then the 
problem is not likely to re-appear any more than [for] anyone else. They didn't seem to 
understand that a previous history of depression and/or suicide is a riskfactor for 
subsequent suicidal thinking and behaviour, so that may well have been the case. (In-depth 
interview 3). 
176 
Many of the initial telephone interviews identified the negative and almost fearful attitude of 
some of the members who belonged to the HRECs. Such attitudes were based on the belief 
in a suicide myth by HREC members, as explained in Chapter Two, which holds that 
mentioning or talking about suicide will put the thought into the participant's mind or lead 
them to suicide; HRECs' decisions appeared to be influenced by what has been identified as 
this suicide-related myth. In fact, the suicide myth was evident in fourteen of the initial 
telephone interviews discussing specific cases of suicide-related research. The following 
extract from a telephone interview identifies how the application was supported verbally but 
ultimately not approved because of the assumption that the very word had the potential to 
spread the condition. 
We were told it was extremely valuable, interesting, there were supporters verbally. The 
submission was sent but stalled, there were stalling tactics. I enquired and their concerns 
were regarding the questionnaires: Reynolds Suicide Ideation, Beck Depression Inventory. I 
was informally told there's not a hope in hell you'd get it up. I was told to take out the 
suicide-related questions and it would be more favourable. It was blocked fairly high. It was 
thought if it raised the issue, you may get the contagion effect. (Telephone interview 10). 
The following excerpt from one researcher identifies a number of issues with several cases 
of suicide-related research they undertook over several years. The first quote identifies the 
myth related to suicide and the possible outcome for the university. It was identified at the 
in-depth interview. 
Another person on the Committee has said that the Committee was worried because of 
things like if you ask questions about suicide that people would suicide, so giving them a 
questionnaire would be putting it into their head, and they talked about the media getting 
hold of the University ... causing suicide in the community. So they were based on some of 
those myths about asking questions and what do you do if a helpless person in the 
community who is mentally ill gets it (the survey) or is suicidal and gets it, that would push 
them over the edge. (In-depth interview 2). 
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The quote which follows is taken from the first telephone interview with the same researcher 
from In-depth interview 2. It identifies how the belief in the suicide-related myth of ~ person 
who is a member of the public but also happens to be the chair of the ethics committee, may 
influence an outcome. 
They had their own internalised suicide myths to contend with. For example, suicide 
questions will lead to suicidal thoughts or actions. A letter was sent informally as a 
concerned community person that if you mention suicide people would do it. This letter was 
from the Chair of the Committee. (Telephone interview 1). 
Another researcher's experiences with ethics committees identifies committees' belief in the 
myth. 
But sometimes with the best will in the world, some ethics committees want to stop, for 
example, questioning about suicide in the belief that it will make people worse, however 
there is no evidence for that. (In-depth interview 5). 
The process of making applications to multiple HRECs·is arduous, and concern about 
applications to HRECs is magnified when research applications are suicide-related. Two 
researchers experienced in other areas of research but not specifically with suicide-related 
research noted their apprehensions in regard to setting up the conditions in order to 
undertake suicide-related research during their telephone interviews. The first noted 
concerns with undertaking the research in the future. 
The idea is to get access to suicide attempters through an area health service through 
hospitals. There are twelve area health services. I must admit I am not lookingforward to it. 
(Telephone interview 13). 
The second researcher outlined the apprehension felt during the time the application was 
being processed. Because of the sensitive nature of the research, the applicant drew the 
wrong conclusion because of the delay. 
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Well, it took a long time to go through the ethics committee which made me think there was 
quite a bit of discussion and debate about it. But I can only summise that. I didn't have any 
evidence this was the case but it took more than one cycle of meetings before we heard But 
it got through okay without any problems so I was a bit surprised at the delay. 
(Telephone interview 22). 
During one telephone interview, a researcher commented on what other people had said 
about one particular university's HREC's reputation regarding her future suicide-related 
research at that university. The university HREC was reported as being negative towards 
suicide-related research, but there were also perceptions relating to the over-officious 
approach to its review of research applications generally. 
For PhD research at ... University I was interested in suicide research. I was told I will not 
be able to, there was Buckley's [Buckley's hope or chance, that is, no chance or hope]. 
People have tried in the past but with no success so don't even try. My PhD was passed at 
[the research location] but the University were having trouble with it. It was said, don't 
worry, they'll find something [wrong with it]. (Telephone interview 6). 
Although suicide-related questions are standard parts of professional testing and research, 
the researchers' interviews showed clearly that committee attitudes reflected the myth that 
broaching the topic of suicide can lead to putting the thought into someone's mind or even 
causing suicide. Most of these views were supported by evidence but some were reinforced 
by hearsay and reputation. The belief in the suicide myth (to not discuss suicide in order to 
limit its likelihood of occurring) by some HRECs was identified as an area where the 
knowledge of the professionals presenting the applications to HRECs was not taken into 
account. There were instances identified that supported the theme that challenged the 
professional autonomy of researchers, but furthermore, identified a lack of respect for 
researchers. 
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.... 
Lack of Professional Autonomy and Respect for Researchers 
A second main area of contention identified was a lack of recognition from committees of 
the level of expertise of researchers, but also, there was some disdain felt for the committee 
members' expertise by the researchers. An extreme position was noted by one researcher. 
So, you know, I think, some of them really think that we're all evil scientists and treat us that 
way. (In-depth interview 1). 
During interviews, in both the initial telephone and in-depth interview modes, it became 
evident that some of the researchers interviewed had a personal or other professional code of 
ethics and were concerned that committees were the sole arbiters of ethical standards which 
were counter to their code. 
I had a belief in my own ethical standards. (Telephone interview 1). 
And, 
No reasonable researcher wants to push the limits and [they] are mindful of ethical issues. 
Ethical issues are always addressed. (Telephone interview 3). 
In answer to the question 'What were the major ethical issues with your suicide research?" 
one researcher responded it was that they did not receive ethics approval, despite using a 
pre-existing ethical framework. 
Probably that I didn't obtain ethics approval I suppose. I believe I conducted the research in 
an ethical manner but at the time there was no hospital ethics committee . ... Ethics are kept 
in the back of the mind. And the research was governed by the ethics related to [the 
profession). (Telephone interview 19). 
The concern of some researchers was particularly heightened in the case of multi-site 
research, when research is undertaken on the same project but at different sites, for not only 
did the researchers believe that they have their own ethical standards to govern their 
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research, but it was understood that that each ethics committee may have its own ethical 
understanding, and that differing ethical views and principles could be reflected by each 
HREC required to review the proposal. As one researcher commented, 
Regarding multi-site studies, each committee at each site is a repository of its own ethical 
standards. (Telephone interview 8). 
This researcher further noted issues regarding presenting the same application to multiple 
HRECs, and the difficulty created was indicated in the deeply ironic response; the researcher 
felt that some ethics committees were compelled to comment on an application that had 
already been approved by other HRECs overseeing other locations where the multi-site 
research was to take place, rather than simply noting the other approvals and subsequently 
approving the application as well. The researcher believed that these HRECs justified their 
existence by requiring changes which mayor may not have been ethically justifiable if other 
HRECs had approved the research without identifying issues, as these changes did not seem 
to be reasonable. 
I sent out applications to twelve HRECs, twelve HRECs reviewed them. Each committee 
required a different change; change for change's sake. Rubber stamping is a noble act, 
especially where already approved by multiple committees. As a system there is an issue if 
six other HRECs approve a standing project. (Telephone interview 8). 
Several researchers felt that committees failed to recognise the expertise of the researchers as 
experts in their own fields. One student researcher felt that the HREC refused to 
acknowledge either his or the experience of their supervisor as the experts who should have 
been turned to for guidance when an issue which had been identified by the supervisor and 
the student in the original application was noted by the HREC at the time, but not required to 
be acted upon. When the issue did, in fact arise, the HREC reacted in a way which showed to 
the researcher the inadequacy of the HREC to recognise it did not have the expertise to 
recognise the potential problem in the first instance, nor, to identify who had the expertise to 
deal with the issue. 
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So the issue was resolved but the Ethics Committee was really quite inadequate and avoided 
asking my supervisor in particular, to seek his guidance. He was the obvious person who 
would have been in the position to give that advice but there was a very adversarial 
approach to the problem and they were fairly aggressive and angry that this had happened, 
even though there had been plenty of written warning to the effect that this may become an 
issue. (In-depth interview 3). 
The same researcher also noted changes for the better between the understanding of two 
different ethics committees over a period of time, but the researcher still identified that the 
newer HREC had a relatively uninformed view, and although it was more collaborative, a 
lack of respect for the credentials and abilities of the ethics committee was evident. 
What I can say now is that people were making kind of grand claims outside their area of 
expertise and rather than asking questions or raising hypotheses or being tentative in their 
statements or comments, they were very judgemental comments and were emotionally based. 
It wasn't disciplined, intellectual rigour, it was just a kind of bun fight. The second ethics 
committee was a much larger body of people, was more like an organised meeting. But some 
of the questions were more around, I guess in some ways it was easy, because they were 
really saying 'How do you propose to do this?' and the question was, if you had much idea 
about doing this sort of research, you wouldn't probably ask that question or certainly 
wouldn't ask it the way they were asking it. So it was more about an educative process, 
which in some ways, I think it's a lot more constructive, trying to come to an understanding 
of issues. (In-depth interview 3). 
One researcher identified that ethics committees did not have the required level of specialist 
expertise in order to review suicide-related applications. 
I appreciate that ethics committees have got a job to do, but I think that they become quite 
officious and obstructive at times, because they sometimes assume a knowledge that they just 
don't have the expertise for. Now I know that sounds arrogant and I appreciate that it does 
need committees to keep arrogant people in check. (In-depth interview 5). 
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The following researcher who was also later interviewed in-depth, noted an issue with the 
level of expertise brought by the lay people to the committee during the initial telephone 
interview. 
They do a great job, generally give up lots of time. But it's pushing the boundaries of the lay 
members. (Telephone interview 8). 
This researcher felt that even though committees did not always have the respect of the 
researchers whose applications they were vetting, they wielded a great deal of power. The 
lack of recognition of expertise and threat to autonomy was such that a researcher felt that 
their career could be hampered by a committee. 
In a rural or regional university, how could you not research suicide? Ifelt that the 
committee was so obstructive that either I did pissy research that couldn't get published or 
you move on to somewhere that would permit decent research that had a chance of being 
published. So I thought my career was being incredibly stifled. (In-depth interview 2). 
Power and Paradigms 
From amongst the researchers' in-depth interviews the theme of Power and Paradigms also 
emerged. Not only were the researchers interviewed concerned about the lack of recognition 
and threats to autonomy, five of the six in-depth interviews identified that at times decisions 
were made purely because of the power of the committee or that decisions were made based 
upon certain paradigmatic beliefs. These impressions were identified from both the 
experiences of being researchers and from also being members on BREes. The first 
quotation identifies that one researcher saw that a committee blocked some research because 
of the committee's paternalistic view that it did not trust recipients of a questionnaire to read 
an informed consent statement. 
They [the HREeJ didn't trust that people could read a plain language statement that they'd 
make us have, and on the basis of that, decide whether they even wanted to open the 
questionnaire .... No, they had won. They had protected the poor, vulnerable people who 
were out there in the world, from these questions about suicide. (In-depth interview 2). 
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That the researcher felt they were in the midst of a battle with the HREC was evident by the 
choice of words, "No, they had won." According to this view, the HREC had used its power 
to prevent research being undertaken. This same researcher also believed that there is a 
degree of ownership of research areas and that this influenced a decision where a committee 
asked for a response from a possibly competing outside expert. Refusal to approve the 
research was seen as related to research territory rather than a decision based upon an ethical 
issue. 
Yes, I can't think of any other thing [why the research was not approved] other than they 
didn't want someone else fishing around in perhaps what might have been their area or 
whatever. (In-depth interview 2). 
The researcher interviewed for in-depth interview 3 was concerned that people who had no 
background in the research area or their discipline were making decisions regarding their 
research. A paradigmatic disjunction was evident in the following interview where the 
researcher believed that it was not appropriate that an academic from a differing paradigm 
could influence decisions about an area in which they had no expertise, nor the same world 
VIew. 
So, it kind of astounded me that people who had no background in the area that we were 
researching were trying to dictate how the research should be conducted and how to 
manage the ethical issues within that research. I would have thought that it would have been 
more appropriate to have them request input, if they needed to, from other Psychology 
faculty members around the issue. To think that someone who is a history academic or 
something like that could really bring any expertise to that situation is a bit naive I think. (In-
depth interview 3). 
The differing paradigmatic view can show itself in other ways, one being that HRECs can 
have issues with research proposals that are from non-quantitative areas. In this case, the 
researcher identified concerns regarding research proposals from qualitative and not 
quantitative paradigms. 
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Well we used to have, not so much our Committee, but early on, qualitative methodologies 
had a little bit of trouble. We have a fair bit of qualitative research here because we have the 
Education Department and we now, we deliberately have some qualitative researchers on 
the Committee, but I know I've seen and heard in other committees where, particularly 
qualitative research and participant observation type things, learning circles, that, where 
you can't apply the anonymity, the objective researchers ' approach, that they have had great 
difficulty if you're going through a committee that is largely based on more of the traditional 
types of research. (In-depth interview 1). 
Aspects of power relationships can be identified in the processes required to be undertaken 
by some researchers in order to carry out suicide-related research. In the following quotation, 
power relationships were identified in that the researcher considered that some groups did 
not wish to use the approval from a University HREC as it was seen not to have real ability 
to assess the ethics of the applications and also had little relevance to the community that 
was likely to participate in the research. Therefore, the researcher was required to have 
multiple applications. This was an added burden on the researcher as multiple applications 
identify inconsistencies between HRECs. 
So, you need to have not one, but two or three ethics approvals for the same research. In my 
opinion, three ethics approvals for the same research is badly wrong. It is like: well, we 
don't trust your ethics committee because they are '~bloody" academics. We need the real 
people in the real positions. One ethics committee should be enough, but I'm telling the 
truth, I had three committees for the same research, which is extremely time consuming, to 
say the least. (In-depth interview 6). 
Power may be inherent in any committee and not just a HREC. However, HRECs have been 
able to block research for reasons other than those based on ethical issues. The power 
inherent in an HREC is evident in the following quotation from a researcher who had also 
been a member of ethics committees. 
But I think though, at times, ethics committees are a bit like that, because I think I've 
behaved in the same way when I've been on an ethics committee. Because, you know, there 
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are some people that, people you wouldn't send your mother to. And you think some of their 
research is not ethical. And sometimes ethics committees are used in a way to block people 
doing things. And, certainly they can sometimes be used to, we'll say, this is not ethical but 
in fact you're just wanting to block someone to do it. But that's a bit of a dishonest use of a 
committee, but committees are like that, aren't they sometimes? (In-depth interview 5). 
. According to the experiences and beliefs of researchers interviewed, power may enable the 
blocking of some research completely or shape the research proposal. Reasons for the 
exertion of power are not always evident but at times may be based on differing 
paradigmatic or world views. HRECs wield great power over the progress of research and 
therefore must be able to justify decisions. In some cases, decisions are based not on ethical 
issues but on decisions influenced by power and paradigmatic influences. Applications may 
not be approved and there may be little recourse for the researcher. It can happen that rather 
than working with an applicant and negotiating how the research can proceed, the research 
project is prevented and power exerted through a process where the applicant is prevented 
from knowing who reviews the application and the decision of this outside arbitrator is final. 
The excerpt that follows gives the example of a situation which indicated that at least one 
committee made use of additional, external reviews which were carried out anonymously 
provided that a reviewer could withhold their name. 
No, completing the questionnaire and returning it was indicative of consent. Because we 
didn't want names with such sensitive research either. So the Committee again just had a fit 
and we didn't know, we just got an email or a letter saying this is going, we must have 
argued against it unsuccessfully, and they decided they would send it to external people. We 
weren't ever permitted to know who it was sent to, and one person, actually their response 
expressly said under no circumstances was their name to be divulged, which I have an issue 
with, and another person had blacked the name out, but you could read it, and I know who 
that person is and they are a prominent suicide person in Australia. And, both of those, 
interestingly, said they supported the Committee in saying that this [the type of surveying] 
could promote suicide. (In-depth interview 2). 
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Reactions to Decisions 
To overcome the problems with lack of recognition and threats to personal autonomy, some 
researchers devised resistance strategies to achieve their goals. Strategies may include 
resisting decisions, obfuscation, and infiltration. Several ofthe researchers proposing to 
conduct suicide-related research anticipated they would experience difficulty obtaining 
HREC approval. 
Resisting Decisions 
In the event of HREC non-approval one outcome was that researchers resisted the decisions 
ofHRECs, and subsequently some tried to influence the respective committee through 
letters and other feedback mechanisms so that they could obtain the approval to continue to 
undertake the research envisaged or so they could influence the committee to review its 
decision. The next excerpt from an interview with a researcher identifies how the researcher 
and supervisor resisted the decision of a university HREC and put pressure on it to fall in 
line with the decision of the other HREC which had reviewed the application. This was the 
HREC of the hospital where the researcher was to undertake the research, which had already 
approved the research. The researcher and the supervisor felt that the research would be 
undertaken regardless of the approval of the university. 
I think when my supervisor said after they had been fluffing around, he said, well the 
hospital ethics committee has approved it and this research will take place regardless of 
what this committee says. It is a question of whether this committee will allow this data to 
be used for a ... thesis. Now they may well have agreed to that although they were not, they 
were gettingfairly bogged down on issues of assertive follow up, and I had the feeling that 
they weren't going to give in on that, which would have made the research untenable ... I 
think that would have just been ridiculous. (In-depth interview 3). 
So in this case, the researcher and the supervisor were willing to forego the degree being 
undertaken as they saw the research as the primary focus rather than the qualification. At 
times researchers identified when it was a worth while option to make a stand with an 
HREC. One researcher, in response to the question "Have you ever stood up and said no, 
we're not going to" and then they have allowed you to? stated: 
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Oh yes, oh yes, I did it, and I was successful. I knew that I couldn't insist on the biological 
case, and I didn't insist, but there were other examples in which I said, look, I don't know on 
what your comments are based. If you don't use this kind of methodology, you end [up] with 
nothing. They finally acknowledged that. (In-depth interview 6). 
A second researcher also resisted the decisions of their HREC through letter writing in order 
to persuade the committee to acquiesce . 
... but I've also been pretty assertive at times with the Committee. Like they, I know early on, 
they would ask for changes to wording and changes to standardised questionnaires, and 
your letter would come back asking you either to remove an item or to change the wording 
of an item, and I would write back a letter and say no, I won't do that. This is a standardized 
questionnaire, it has been used for umpteen years and it will destroy the reliability and 
validity and the norm. (In-depth interview 1). 
This researcher identified that in order to resist the decisions of the HREC, they were going 
to provide evidence that participating in research seen by HRECs as sensitive, did not have 
the impact on participants that HRECs identified as requiring follow up counselling. Such 
research was in areas that are seen as sensitive, including anything vaguely related to mental 
health topics. Rather than trying to influence the HREC to review decisions through letters 
or other feedback, they saw an opportunity for carrying out research in order to have an 
influence on HRECs through providing evidence of the impact on participation in research 
seen as sensitive. Therefore this ethics committee was influencing the research being 
undertaken by the researcher. 
I started to think, well how much do these sorts of pencil and paper questionnaires, do they 
upset people, people just answering questions, does that make things salient for them and 
make them worried about it? Because my sense was that for the vast majority of people, that 
wasn't the case; particularly kids answering questionnaires, they answered their 
questionnaire and walked off to the next class, they didn't take much of it with them (In-
depth interview 1). 
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So in this case, the researcher resisted the judgement passed by the HREC that those filling 
in questionnaires might be upset by the questions. 
In one telephone interview, another researcher discussed how an application to conduct 
suicide-related research had been rejected. The researcher decided not to pursue the 
application, but used a form of resistance to the decision carried out by requesting more 
details on the decision taken by the HREC to prevent the research proceeding. 
Review and resubmission of the ethics application was not carried out. The research ethics 
application was discouraged. We went back [to the HREC] to resolve the issues on principle 
(Felephone interview 1). 
However, this sort of resistance may be a futile gesture, as the following quotation suggests . 
... and we put it back to the committee and they still said quite explicitly that they would not, 
in their lifetime, pass research going to the general community using a questionnaire 
designed on suicide (In-depth interview 2). 
Obfuscation 
The outcome of issues with HRECs may result in researchers using obfuscating tactics in 
order to gain approval. Previous discussion identified that some HRECs took issue with 
standardised questionnaires including suicide-related questions and in some cases these 
questions were removed by researchers at the request of the HREC, or the research was 
prevented from being undertaken at all. Some HRECs responded extremely negatively to 
one or two questions embedded within a questionnaire whereas other researchers identified 
this as a tactic used in order to get approval. This demonstrates the inconsistencies between 
different HRECs and a strategy used by researchers in order to be able to carry out their 
research. Two experiences related by two different researchers who were interviewed 
identifies how researchers may be able to gain approval by not drawing attention to the 
suicide-related material. From In-depth interview 1, the researcher identified an 
inconsistency by comparing their own experience with a colleague's, where the suicide 
research focussed on a questionnaire which had the word' Suicide' as the title of a 
questionnaire to be completed by participants. 
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... and they put together this very negatively focused questionnaire ... , all thirty items of the 
Suicidal Ideation Questionnaire. And they wanted me to collect data ... and they were 
collecting some ... and I refused to even attempt to get it through ethics clearance here 
because I just knew that, well not so much the Ethics Committee, but the Department of 
Education, that there was no way that would go through. Yet they managed to get ethics 
clearance through the University ... and get into some schools ... , which I was enormously 
surprised about because, particularly at that time, we had informally been told that no 
suicide research would be approved for this, this was the ... public schools, this was 
probably three, four years ago now. (In-depth interview 1). 
By contrast, this researcher identified how by de-emphasising the suicide-related questions, 
the research can still be undertaken, and presented this as a way around the HREC. 
And the other thing that 's quite silly really is that there are a number of psychological 
instruments, say depression rating scales or questionnaires, that amongst their 30 questions 
or 50 questions, there will be questions about whether or not they've thought abut harming 
themselves, and so, sometimes it can be got around by putting in questionnaires like that, 
and then you can go to the individual items, and individual questions of the questionnaire 
and so you're going to get the result that you want anyway. So, sometimes there are ways 
around it, perhaps it's a little bit sneaky doing that. (In-depth interview 5). 
Difficulty in gaining approval has at times, led some researchers to actually avoid the 
approval process. When asked if they had ever carried out research without ethics approval, 
one researcher replied that they had. 
Technically yes. Once. It was where there were two projects that were using identical 
methodologies and questionnaires ... That one got through and that one didn't ... I can't 
even remember now why, it's just bizarre. So recruitment was the same, face-to-face. 
Technically we did not have approval to look at (the area of research of the application that 
was not approved). (In-depth interview 2). 
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A second researcher responded to the question, "Are you required to put in your applications 
to the university?" by stating: 
To be quite honest, 1 don't know. 1 haven't asked. 1 have grown to not ask actually. It's a 
very good question. 1 mean, there are all sorts of things you're meant to do. (In-depth 
interview 5). 
Two researchers, in answer to the questions whether ethics approval had been required in 
order to undertake their ~esearch indicated ''No'', and identified that they had undertaken 
research as private or independent entities and therefore had no HREC which oversaw their 
research. 
Further inconsistencies identified concerned the number of ethics applications required to 
undertake one research project. Researchers would like to minimise the numbers ofHRECs 
involved in scrutinising research. The following quotation indicates the level of frustration 
felt by one researcher. 
So you need to have not one, but two or three ethics approvals for the same research. In my 
opinion, three ethics approvalsfor the same research is badly wrong. (In-depth interview 6). 
By comparison, another researcher was not required to seek approval from the University 
where they were enrolled as a student. 
1 didn't need to go through the university ethics committee for either my Masters or PhD. 
This may have been because I was a full time employee at the agency [where the research 
was to be undertaken). We notified the University of approval and the University said okay. 
(Telephone interview 4). 
That HRECs are problematic is apparent in the following quotation, where the researcher 
does not want to avoid HREC scrutiny, but wants to avoid the issue of inconsistency by 
attempting to go to a governing body of the participant. 
191 
There is another study that we're involved with at the moment. ... And the issue of which 
ethics committees to go to was raised. And they said "Look can you get your university 
ethics approval? ". And I said, "Is it really necessary? ", ... The basis of that was, I think it 
was just because all of us are affiliated with universities and so that's what they do. And I 
said, "If you're going to put it through six or seven ... university ethics committees, there are 
going to be problems, they'll each have a slightly different way of doing it. Why not go to the 
[governing body of the group participating]? First of all it will make them feel good, they've 
been asked something, they've probably got a research and ethics committee, I don't know if 
they have or not actually, but I suspect they have. And, if you've got [the organisation's} 
permission, that in a sense, you're going straight to [them}, you're not going to the 
university and you can avoid that". And the guy said, "Oh, that's an interesting idea". Now 
I suppose that sort of reflects my wanting to, for an easy life, sort of getting around things. 
But still doing things properly. And in fact, in many ways, I think if you're going to [the 
governing body of the group participating], why go to the universities? 
A further way of avoiding ethics committees is to undertake research that is outside of the 
mainstream institutions that vet research. This could include consultancy research, or 
perhaps an evaluation. During one in-depth interview, the researcher identified where 
research commissioned by a group may not have been allowed to proceed had it been 
required to be vetted by an HREC. 
... and I didn't put this through the ethics committee because it was commissioned research 
from [the name of the organisation}, and they didn't expect it to go through the ethics 
committee, and I was working with a commercial consultant, and we just said that we'd do it 
under market research guidelines ... and I was quite relieved not to put, I doubt whether we 
would have got that research through an ethics committee. We wouldn't have been able to 
undertake it in the way that we did. ... We would have had to have written consent ... they 
would have insisted on a list of every organisation we were going to go through. (In-depth 
interview 1). 
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Some researchers decided to not undertake any research requiring ethical approval, and 
chose instead methods involved in information gathering such as program evaluation or 
quality assurance. From case study 12 (later in depth interview 3). 
In future, I would be more likely to look at risk factor interventions but as program 
evaluation. [I would be] collecting data and doing evaluation for client quality assurance, 
and then there is no needfor ethics approval. (Telephone interview 12). 
So in some cases, researchers decide that in order for the research to be done, they have 
avoided or in future will avoid the application process. For others, membership of their 
ethics committee provided an opportunity to influence decisions. 
Infiltration 
One response to issues with HRECs is to actively try to influence their decisions through 
becoming a member of the ethics committee. Two of the researchers who were interviewed 
briefly and in later follow up in-depth interviews stated that they had consciously become 
members on their ethics committees in order to influence their committees' decisions. 
However, it was not just suicide-related research that galvanised the desire to infiltrate and 
influence ethics committees. 
[I became a member of the ethics committee] partly because I was so furious. The responses 
I got when I first came here to my ethics applications .... This was the stuff I had directly been 
researching for the past two years ... and we just got flat out rejected. (In-depth interview 1). 
When discussing the closed attitude of their ethics committee, one researcher in the course of 
interview 2 noted that she actively sought to influence their ethics committee by becoming a 
member. This researcher also noted that the ethics committee seemed to have difficulty 
deliberating on research protocols generally, not only those which were suicide-related. 
Of course, the other thing was, I got on the Ethics Committee ... Because I was sick and tired 
of the staff members who were elected generally were not active researchers at all, wouldn't 
know research if it hit them on the head, let alone methodology. Also they weren't in 
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sensitive areas. So I wanted someone who had experience in negotiating ethics but 
methodologically rigorous stuff that we published with sensitive research areas. . .. I think 
getting on the committee has given me respect as well because I was also able, when other 
people's research came up we were able to put a level head in there and say, "Look your 
concerns are not founded in the literature." Some of it was suicide research for other 
people but some of it was even just stuff to do with, if you interviewed a person with 
schizophrenia you would instigate some sort of freakish behaviour, that the Martians would 
come down. (In-depth interview 3). 
Therefore, in order to actively influence decision-making, two of the researchers who were 
interviewed in-depth became members of their local ethics committees. 
This chapter has presented the thematic analysis for both the ethics committee members in 
Chapter Seven A, and suicide researchers in Chapter Seven B. In Chapter Seven A, I 
presented an analysis of 29 interviews with then current and six past ethics committee 
members. The themes were firstly clustered under the responses to questions asked of the 
participants, and then clustered under the themes that emerged from the interviews. The first 
major theme discussed was Evolution and Change Experiences: Rationality/Irrationality. 
The sub-themes included: Differences in Administrative Processes; Uncertainty: Of the Role 
of the Committee; Uncertainty: Of the Ability of Members; Internal Versus External 
Applicants, Conformity of Members and Influence Within the Committee, Decision-making 
Mechanisms; Work-load and Applications; Protecting and Reining in the Researcher; 
Commercialism and Vested Interests. The second major theme was Power and Paradigms 
with sub-themes of: Qualitative and Quantitative Research; Attitudes to Lay People. Finally, 
the small volume of suicide-related research deliberated on by ethics committee members 
was discussed. 
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In Chapter Seven B, identified themes emerged from the thematic analysis of the transcribed 
telephone interviews of 23 cases of suicide-related research from 19 researchers, combined 
with the transcriptions of six recorded face-to-face in-depth interviews. Themes were: Myths 
about Suicide: The Contagion effect of the 'S' word; Lack of Professional Autonomy and 
Respect for Researchers; Power and Paradigms; and finally, Resistance Strategies: Resisting 
Decisions; Obfuscation; Infiltration. The discussion chapter which follows considers some 
of the thematic entities in light of the literature. It presents discussion related to themes 
different for committee members and researchers as well as the commonalities. 
195 
-CHAPTER EIGHT 
Discussion and Conclusion 
Introduction 
In Chapter Seven the themes from the analysis of the interviews with current and past 
members of ethics committees and the researchers were identified. In this chapter these 
findings are considered in light of the literature and theoretical frameworks. Several of the 
themes are newly identified in this research and as yet, appear to be unreflected in, or yet to 
be debated in any scholarly literature, and were unanticipated in the literature review. Where 
this is the case, and new relevant literature related to the findings has been subsequently 
accessed, note will be made ofthe relevant scholarship and links. There were some themes 
unique to the committee members and some were unique to the researchers, as should be 
apparent. 
Themes common to committee members and researchers alike were manifested differently in 
each group. This chapter is organised with a discussion first of themes unique to committee 
members (decision-making processes; uncertainty of the role [both the role of the committee 
and in some members' own ability], the workload; and commercialism and vested interests). 
Then the themes common to both committee members and researchers are discussed in light 
of the literature (quantitative and qualitative research issues; protecting and reining in the 
researchers; lack of professional autonomy and respect for researchers; evolution and change 
experiences; and power and paradigms). The themes unique to the suicide researchers are 
then discussed (criticisms ofHRECs for accepting myths about suicide; and resistance 
strategies). 
Before the conclusions are presented, the chapter briefly considers an overview of the 
significance of rationality and some points in relation to the theoretical framework of critical 
theory and feminism. 
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Themes Unique to Ethics Committees 
Decision-making Processes 
This research identified processes of decision-making within ethics committees and also the 
review processes of the committees that bear out the concerns of Ahmed et aI., (1996), 
While (1996), Dal-R'et ai. (1999) and Ah-See et aI., (1998) in relation to inconsistencies in 
the operation of ethics committees. 
In Chapter Seven, one HREC lay member described how he felt he 'took on' the values of 
the ethics committee. He stated that his values as a lay member were not so different to those 
of the committee in general. Lynoe et aI., (1999) have already acknowledged a tendency for 
committee members to respond to the normative influence of committee members. Such a 
finding reflects general sociological understanding that group or community behaviour 
patterns often match up to norms (Barker, 1995). 
The structures and processes for reviewing applications were found to differ between 
committees. This research, therefore, has identified that almost unanimously, ethics 
committee members understand that the process within their committees of coming to 
agreement was that of consensus. But evidence from this research identified in Chapter Five 
was that consensus was not always used; some chairs of HRECs vetted the request for 
participation for this research project. Such a process could also be seen to be operating in 
the poor return rates of the ethics committees. 
Ahmed et aI., (1996), While (1996), Dal-R'et ai. (1999), Ah-See et aI., (1998) and Busby 
and Dolk (1998) note the variety of structures and processes for reviewing applications. As 
seen in Chapter Seven, in the section, The Usual Process for Making Decisions about 
Applications, some committees have 'science' or research review committees which review 
the research design of applications: other committees mayor may not review this within 
their ethics committee structure. This will be discussed further later in this chapter under 
Uncertainty of the Role of the Committee. Some committees established that all members 
reviewed all the applications whereas other committees divided applications amongst 
members who had formed into smaller subgroups, each subgroup reviewing a smaller 
number of applications and presenting or talking to these applications at the meetings. Still 
197 
other committees had individuals who reviewed a set number of applications in detail whilst 
other members of that committee reviewed the same applications in less detail. Some 
organisations such as universities may have identifiers for low risk research and the research 
may be approved at a faculty or school level and noted at the central ethics committee. 
Malouff and Schutte (2005) reported that where this decentralisation occurs there is a higher 
level of satisfaction with the ethics process (Chapter Two). The AHEC and the NHMRC 
have provided substantial literature for committees, a range of which is presented in Chapter 
Two but none that appears to determine internal processes of committees including the need 
for a review of the 'science' of the research, or other committees. The intent appears to allow 
that each committee determine its own processes, but follow the standard ethical guidelines 
to protect participants. Apart from the AHEC and NHMRC guidelines for committees, there 
is little other literature on the decision-making processes within ethics committees, but 
copious literature presented on the administrative problems and inconsistencies between 
committees, as seen in Chapter Two. 
Interestingly, what is identified in this research concerns the decision-making that relates to 
the function of ethics committees in 'promoting research'. In Chapter Five, page 96, I 
described the situation when contact was made with ethics committees asking them to 
participate in this study, and a small number of committees opted not to participate. It seems 
that some committees did not receive the materials sent to the chair, and thus members were 
not informed of this research, so were not given the opportunity to participate. Therefore, 
some chairs of ethics committees may inadvertently not have allowed members to make their 
own decision not to participate in this research in order to protect members from overwork. 
It is through such measures that chairs may make decisions about the value of research. This 
may be because of a patriarchal view whereby the chair attempted to protect the members of 
the committee from an additional workload. There were comments from members who were 
able to participate that membership workloads were onerous. However, some members were 
never given the opportunity to decide whether or not to participate. 
The point here is that research is not promoted when a chair decides on behalf of a 
committee that there will be no participation. Furthermore; research is not promoted if 
committees do not approve a research proposal because of the presumption by the committee 
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that potential participants might be offended by the topic of the research. This was evident in 
this research where committee members expressed shock and were affronted on behalf of 
their mother or older people by some of the research proposals, and felt that they could not 
allow the research to proceed for these reasons, thereby not giving participants the 
opportunity to choose to participate or not. 
Uncertainty of the Role of the Committee 
As discussed in the literature review, Beran (1998) noted the increased specialisation within 
the ethics review process in order to manage the complexities of multi-centre research 
applications in one organisation, such as a committee to review the science of the research, 
and another which is able to review pharmacological aspects of applications. Lynoe et al. 
(1999, p. 159) refer to the notion that the committee's role is to review the quality of the 
research, identifying the maxim that "a poorly planned study is by definition unethical", but 
identified in their research a lack of consistency in the application of this maxim amongst 
groups surveyed. 
In this research, there was quite a difference of opinion as to whether it was the role of the 
committee to allow research to be undertaken if it was thought to be poorly designed, or seen 
as being of limited value, even if the ethics application was from supervisors on behalf of 
students undertaking research for a higher degree. Chapter Two presented the National 
Statement (NHMRC, 1999) considered in relation to suicide research. The National 
Statement (NHMRC, 1999, p. 5) supports the ideas that it is the role of ethics committees to 
ensure that proposals' objectives are achievable because of the quality ofthe science of 
proposals and the researchers' abilities and experience. However, it is evident from this 
research and from literature surveyed in Chapter Two that standards are variously interpreted 
from committee to committee. Some researchers interviewed for this study had undertaken 
research which was made problematic for them because of the difficulty of obtaining ethics 
approval for suicide-related research. However, it is evident that any research may be 
prevented. Some research supervisors may elect to have their students undertake research 
which may seem of limited value to ensure that it is passed as delay in the commencement of 
research studies can have significant impacts on a student's ability to complete. This 
situation was documented in relation to the Exemplar Case, in Chapter Five. These findings 
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are supported on page 52 of the literature review by Malouff and Schutte (2005) who state 
that even harmless research is blocked. 
Uncertainty of the Ability ofthe .Members 
This is an area of this research that is not well supported in the literature review in Chapter 
Two. Research by McNeill et at. (1996) does, however, offer some insight into the issues. 
They claim in their research findings that lay ethics committee members are the least 
influential and believed this may have been the result of laypeople feeling overpowered by 
their feelings that what the professions have to say is more important. Their findings, 
therefore, add some support to the findings of this thesis. 
Workload 
The literature review for this study identified variability of committees in terms of 
performance, membership and outcomes (Dal-R'e et at., 1999), time delays (Ab-See et at., 
1998), and interpretation of important legal requirements such as, for example, the English 
Data Protection Act (Busby & Dolk, 1998). The impact of increased workload has been well 
identified in the literature and has been found in this research to be of great concern, as noted 
by McNeill et at. (1990) and Blaskett (1996). This is important to considerations of how to 
streamline the process. Applications may be grouped in ways which predispose outcomes, in 
order to manage the load. 
Commercialism and Vested Interests 
Broadly this could be considered in relation to the literature on conflicts of interest, 
presented on page 37, where conflicts arise for the public when there is evidence of unethical 
medical practices. There had been some media and scholarly attention recently to the notion 
of conflicts of interest in relation to pharmaceutical companies giving gifts and incentives to 
medical specialists (McNeill et at. 2006) but this is not well identified in publications in 
regard to gifts to doctors who undertake research. This research yielded some specific 
accounts of examples of incentives being made to doctors, and of how external funding of 
projects placed pressure on committee members to approve research applications. 
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In terms of themes unique to committee members, then, this research supports and extends 
previous research in relation to inconsistencies in procedures and some uncertainty but adds 
new insight into the operation of consensus, the burgeoning workload of committees and a 
possible influence of vested interests. It also offers insight into how various factors place 
pressure on committees which may have the effect of influencing an HREC to routinise its 
operations and to make arbitrary judgements about research assessment criteria, for the sake 
of efficiency. 
Themes Overlapping Committees and Researchers 
Quantitative and Qualitative Research 
The findings in this thesis for ethics committee members are consistent with the literature 
(see p. 24), which describes the continuing impact of positivism and medical dominance on 
review of ethics applications. In this thesis, an assumption was referred to as being evident in 
some ethics committees, where some members of ethics committees who were not doctors, 
identified that positivist research is the most highly valued approach to research. For ethics 
committees, there are issues when reviewing quantitative and qualitative research (Wilkes, 
2003). The literature surveyed and presented on pages 43-45, and reports from researchers in 
published work such as that of Dolan (1999), Gauld (1999) and Richards and Schwartz 
(2002) show ethics committees having difficulty dealing with qualitative research proposals. 
There is an attitude that qualitative research is not real research, or is less valuable than 
quantitative research, with researchers from non-qualitative backgrounds being disparaging 
of qualitative research (Dolan, 1999; Gauld, 1999). Furthermore, funding is also seen as 
more difficult to acquire for qualitative research (Daly, 1998; see also Colquhoun, 1996). In 
recognition of this, a paper published by the NHMRC (1995) sought to raise awareness of 
the need for Australian ethics committees to deal more effectively with qualitative research 
proposals. 
It is difficult to estimate to what extent the proportion of qualitative research proposals 
reviewed by clinically-based committees has increased over the years. In a study of ethics 
committees by McNeil et al. (1990), the different types of research protocols submitted to 
committees were analysed but not identified as qualitative or quantitative. Instead they were 
identified according to the discipline from which they emanated: medical, behavioural, 
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health and social sciences, population and epidemiology, and other (p. 291). A study by 
Wilkes (2003) which presented a case study of an ethics committee did not identify the 
qualitative/quantitative dichotomy as an issue of concern by its members. However, this 
research revealed that some members did identify that their committee felt more comfortable 
with quantitative approaches. It was identified in this research that ethics committee 
members more familiar with qualitative research, described some other committee members 
as openly hostile to non-quantitative research methodologies, a position consistent with that 
reported by Daly (1998) as noted above (see p. 49). Therefore, this research supports the 
contentions documented in the literature review, that there is still evidence of possible bias 
against qualitative research evident amongst members of HRECs. Some ethics committees 
do not deal with qualitative research as easily as quantitative research. Some committees 
have few qualitative proposals to review and may be able to improve in their assessment of 
such applications. Some committees or their members may display open hostility. This 
identified positivist bias was not reported by researchers who contributed to this research as 
much of the suicide-related research reported was quantitative. Their reports of issues of 
difficulties took a different perspective. 
The literature surveyed for this research has identified issues reported by applicants to ethics 
committees, where committees discriminated against or were critical of applications which 
were qualitative in nature (Dolan, 1999; Gauld, 1999; Richards & Schwartz, 2002). In this 
study, only two researchers identified problems with the ethics committees and quantitative 
and qualitative issues. One of these was a report of a lack of understanding of qualitative 
research from my own story, presented in the Exemplar Case. However, the antagonism of 
interdisciplinary factionalism was played out in one other in-depth interview, but this 
researcher did not identify quantitative versus qualitative dualism as an issue for him. In this 
interview the researcher undertook quantitative research. The description from the researcher 
interviewed described the differences of opinion in the committee as a 'bun fight' , identified 
as interdisciplinary rivalry, rather than a direct issue with non-quantitative research. This 
could be consistent with Daly's (1998) position that there is such diversity in qualitative 
research methodologies, that even if a reviewer has a qualitative background the reviewer 
may be unfamiliar with the proposed approach. This may result in lack of ethics approval or 
lack of funding. 
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Protecting and Reining in the Researcher 
Much of the literature presented in this thesis regarding the problems with ethics committees 
reflects administrative difficulties with, for example, the forms and processes of committees 
(Ah-See et aI., 1998; Beran, 1998; Dal-R'e et al. 1999), which are inconsistent with the 
experiences of the proponents of suicide-related research who participated in this study. But 
it can be inferred by the literature documenting dissatisfaction of researchers, that 
researchers consider there is some degree of 'bloody-mindedness' among committees, that 
they do not work in researchers' interests and that they are divided. What has been brought 
to our attention by this research lack of respect held by some suicide researchers for the 
ethics committee or committees who reviewed their research, and ethics committees in 
general. This can suggest the emergence of the situation identified by Chalmers and Pettit 
(1998) where researchers become removed from the ethical process due to a lack of 
ownership, where they do not see ethics as their business, and become resistant to scrutiny 
(see p. 39 above). Committees at times, did not acknowledge the expertise of the researcher. 
The possible finding of a mutual lack of respect presented by Gillam et al. (2006), and 
Malouff and Schutte (2005) is consistent with ideas presented in this thesis. 
Gillam et al. (2006) and Malouff and Schutte (2005), have identified the state of this divide, 
most aptly indicated by the title of Gillam et aI.' s study: 'Obstructive and power hungry '? 
the Australian human research ethics process. These are words that could also be used in the 
context of some of the findings in this study. Malouffand Schutte (2005) identified in their 
study that academic psychologists believed that ethics committees prevent harmless 
research, and the point can be made that, often, research undertaken at universities is 
undertaken to satisfy the university requirements for a degree. A comment by one committee 
member interviewed for this research was "I wonder about the value ofthe research". 
Malouff and Schutte (2005) described two perceptions amongst the academic psychologists 
they surveyed, that HREC decisions to approve research may appear arbitrary, and that 
innocuous or harmless projects may not be readily approved by BRECs. As previously noted 
(see pp. 35-36), Chalmers and Pettit (1998) argued that potentially valuable research is 
prevented as there are no penalties for "not approving what should have been approved" (p. 
81). Thus researchers feel that they are being reined in by committees. Researchers and 
committees are pulling hard against each other. Committee members also felt that they 
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needed to tighten control, to protect those researched and the organisations in which the 
research may occur, especially if the researcher had not taken into account the resources 
required. 
Chalmers and Pettit (1998) considered that the 'controversy machine', operated as a 
mechanism driving ethics committee development and creating increasing control, through 
tightened requirements (see p. 38 above). There was no evidence produced by committees of 
any suicide-related research conducted that had caused harm, nor any related controversy, 
and yet some of the suicide researchers were stymied by the committees reviewing their 
research. Researchers at times were unable to carry out the research they had designed as 
they were not able to ask suicide-related questions; were required to make such great 
changes that the research could not take place, or it was so modified as to be almost not 
worth doing; or there had to be invested greater resources to cover every contingency. It 
could be argued that suicide research, along with other sensitive research, has been limited 
as a result of historical responses to ethical controversies which result in more and more 
hurdles. 
These findings are at odds with the secondary stated purpose ofNHMRC (1999) ethical 
principles. The first principle is to be protective of participants, and secondly, facilitative of 
research beneficial to people and the community researching the area. In some cases of 
suicide-related research and in the in-depth interviews, it seemed that at times, for the ethics 
committees, the risks of asking about suicide outweighed the benefit to humankind and the 
community of researchers carrying out suicide-related research. It may be evident that the 
committee is more concerned about the institution, as evident by a quote from a committee 
member of where the individual priority lay: It was stated that the review is done in mind 
that 'Harm is not done to the subject, harm is not done to the university, harm is not done to 
the researcher. '(po 149). It is a finding of this research that ethics committees would like to 
have greater control over researchers, to try to 'rein them in' and the response of researchers 
is to resist committees' directives or, as found in this research and discussed later, to 
infiltrate them in order to influence them. 
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Evolution and Change Experiences 
The work of Chalmers and Pettit (1998) presented on pages 34 to 41 epitomised the long 
term development of ethics committees in terms of an irrational, uneven development in 
response to occasional controversy. Discussion of the more short term changes taking place 
in ethics committees recently suggests a rational (in Weberian terms) but not consistent 
response across committees to dealing with an ever expanding workload and to continuing 
confusion about the appropriate focus for an ethical critique. Committee respond to the 
workload with instrumental rationality to classify the division oflabour. Committees at times 
act affectually rather than instrumentally rational and it is possible that the avoidance of risk 
may become a basis for value-rational decision making. Coupled with the caution adopted 
by many HRECs which faced unfamiliar methods, this reactive development may set to limit 
not only the range of acceptable topics to research, but also the manner of debating project 
acceptability. There have of course, been a number of AHEC workshops, seminars, 
. conferences, AHEC publications and the Listserver which encourage information-sharing 
between committees. This is not to suggest that there is consistency, but that inconsistency ia 
acknowledged, can be discerned and efforts made to address it. 
Power and Paradigms 
The literature review argued a dominance of medicine and positivism, evident in the 
supremacy of quantitative research methodologies. This literature is still relevant as this 
study identified a still assumed dominance of positivism and medicine, but more by those in 
medicine. Ethics committee members as well as researchers engaged in suicide-related 
studies identified this dominance as an issue for them. Some of the ethics committee 
members took issue with medical practitioners who felt that their proposals should require 
little review, who assumed proposals would be approved, and who denigrated qualitative 
studies. There were also comments made indicating the existence of assumptions that 
research from medical colleagues would be of high quality and approved and there was 
acknowledgement that some committee members were 'silenced' by more dominant 
(medical) members by intimidation of others on the committee. McNeill et al. (1996) noted 
the least influential members of ethics committees, and this research has added to the 
literature by identifying why some members may have felt they were least valuable, as they 
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were intimidated by others. So it is in this area of Power and Paradigms that critical theory 
and feminist conceptual frameworks are most relevant, but only for ethics committees. Some 
ethics committee members identified the power exerted by medicine, the belief of the 
ascendancy of the positivist paradigm and a lack of knowledge and acceptance of non-
quantitative research approaches. It is possible that critical theory may have more to offer in 
a wider study on the effect of vested interest groups such as drug companies on ethics 
committees. For some members of ethics committees, it has not been an issue of gender, but 
rather and issue of the attempt to disparage research other than quantitative research. 
However, it is evident from the committee members, that the research has not always been 
stopped, but hampered or delayed. For the suicide-related researches who provided the data 
for this study, the theoretical frameworks of critical theory and feminism have not been as 
relevant. In fact, the most successful group of researchers were women who were mainly 
psychologists. 
Researchers who were interested in conducting research into suicide-related issues were 
concerned about having no right of reply and no method of appeal once a decision was 
made, with decisions at times lacking any justification as to why changes were to be made or 
approval not given, thus supporting previous research by Malouff and Schutte (2005). In 
terms of overlapping themes for committees and researchers, it therefore seems that some 
prejudice against qualitative research remained and some vestige of medical dominance 
continues in the interactive level of decision-making. Of most importance, there is evidence 
of an adversarial and confrontational style of operation between researchers and committee 
members. 
Themes Unique to Researchers 
Myths about Suicide 
According to Parker, James, and Barrett (2005), people are influenced in decision-making in 
ethics committees by life experience, rules and laws, and in their study much decision-
making was based on reasonableness. However, this study indicates that in the case of 
suicide-related research, several researchers believed that HREC decisions about their 
suicide-related research were influenced by the myths associated with suicide, as discussed 
in Chapter Two (pp. 20-24). In this study, few ethics committee members identified having 
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reviewed suicide-related research and fewer identified issues with the suicide-related 
applications reviewed. For several researchers who participated in the in-depth interviews, it 
was an issue. At this stage, the current research appears to be the first to ventilate the issue of 
suicide myths influencing committee decisions on suicide-related research. 
Resistance Strategies 
What is evident from this research is that some suicide-related researchers attempt to resist 
the interference of ethics committees in their research. As noted in Chapter Two, the paper 
presented by Chalmers and Pettit (1998) detailed potential problems that more prescriptive 
and restrictive ethical guidelines may create, resulting in resistance to ethical processes, 
removal from the ethics process due to lack of ownership, and ennui with the whole 
business. In the case of the researchers interviewed for this study, these previously identified 
strategies have become more like predictions. This research has identified that researchers 
attempt to resist decisions, through obfuscation tactics, such as hiding questions within a 
questionnaire, a position consistent with Chalmers and Pettit's (1998) 'predictions'. A 
further strategy identified as unique to this research is that researchers are by design 
becoming members of ethics committees in order to influence decision-making, a process 
identified in this research as infiltrating the committee in order to change its culture. 
Consistent with Chalmers and Pettit (1998), this research found that some researchers were 
able to avoid ethics committees, or minimise contact with them. Also consistent with their 
predictions was one researcher who identified he would like to avoid ethics committees if 
and where possible, and may, in future, use alternative approaches such as quality assurance 
or program evaluation rather than identify that what he is actually doing is carrying out 
'research'. The current research therefore adds new insight into the general responses of 
researchers to ethics committees and into the significance of lay beliefs such as myths about 
suicide to the decision making process in relation to suicide research in particular. 
Analysing Results Through Theoretical Frameworks 
Rationality 
The notion of an "ideal type" or "pure" form of bureaucracy is identified and discussed 
above (pp, 31-33) in relation to threats to medical dominance. It is expected, that as part ofa 
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bureaucratic structure, ethics committees should make decisions based on set criteria, but 
this is not the always the case. Rationality includes four types of social action, with 
bureaucracy an example of instrumental rationality (Delanty, 2000, p. 37), evident where 
goals are achieved in the most efficient manner through rational calculation of the quickest 
way of achieving them (Cheek et al., 1996, pp. 90-93) and through the use of general criteria 
(Giddens, 1989). 
Some discussion was offered reviewing evidence that the processes imposed to ethically vet 
research applications do not always lead to efficiency and reliable, repeatable conclusions. 
As in most real world situations, Weber's bureaucratic ideal of rationality is not met. In 
Chapter Two, problems with ethics committees were identified in the work of some 
commentators who were critical of the administration processes relating to bureaucratic 
structures (Ahmed & Nicholson, 1996; Ah-See et al., 1998; Beran, 1998; Busby & Dolk, 
1998; Dal-R'e et al., 1999; While, 1996). Problems identified in Chapter Two related to 
inconsistencies between committees, especially where multi-site research was undertaken, 
usually in applications for drug trials (Beran, 1998) and with the time taken to process 
concerns by researchers over delays but where approval was eventually received from 
committees. These are similar to experiences reported by Ah-See et al. (1998) whose 
criticisms reflected administrative issues of time delays, the number of copies required by 
committees and lack of a standardised application forms. There were no inconsistencies 
noted by these authors as to whether or not applications were approved. This is in contrast to 
the study by Dal-R'e et al. (1999) whose prospective review of 100 applications for multi-
centre drug trials identified only three ofthe 100 applications which were not approved, but 
two of these applications one committee refused to approve. This situation also reflects the 
Weberian notions of power, authority and dominance as a basis for .legitimacy, discussed in 
Chapter Three. In this thesis there is evidence that some researchers accepted the authority of 
ethics committees, while for others, this authority was not necessarily taken as legitimate. 
The literature identified that decisions are not always made quickly for researchers (Ah-See 
et al., 1998), even when they are made in favour ofthe applicant. This is a finding consistent 
with this research. 
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Other variations from standard, rational practice identified in the literature and noted in 
Chapter Two concern the nature of confidentiality, a fundamental ethical principle required 
by the English Data Protection Act (Busby & Dolk, 1998), and the interpretation of the 
nature of informed consent (Holmes, 1997). These are more concerning as there is no 
guarantee how a committee may interpret these issues unless the applicant has had previous 
experience of the particular committee. Thus there is evidence that some committees do not 
act rationally relating to making applications, committees' deliberations, and other areas 
such as knowledge about ownership of materials. The literature review in Chapter Two 
identified inconsistencies between committees which mirrored my own experience when 
undertaking this research study, identified in Chapter Five from page 92. In this current 
study, each committee was able to decide whether they would accept the initial ethics 
approval from the university from where the research emanated, or if multiple applications 
to committees were required for approval from each committee requested to participate. The 
concerns noted in the literature review were also in line with responses from ethics 
committees to my request for participation, on page 88, in the discussion of Replies from 
Ethics Committees consistent with the issues outlined in the published work described here. 
Irrationality was also evident in the researchers' understanding of the issues of ownership of 
material such as research applications, and letters from committees. This situation was 
described in Chapter Five B on pages 106-107 where a researcher was not sure they were 
able to provide copies of applications or letters to them because of uncertainty as to whom 
they belonged. 
This research has identified that some aspects of decision-making by committees are not 
rational, with decisions derived from reasons other than ethical grounds. There seem to be 
some discretionary aspects of decision-making. As a bureaucratic entity, there is an 
assumption that ethics committees should be rational in the way they process, review and 
respond to applications. Giddens (1998) (as discussed above from p. 32) refers to Weber's 
ideas regarding the strengths and weaknesses of bureaucracies. Unfortunately, decision-
. making of ethics committees seems to be more in keeping with the weaknesses identified, of 
decisions being based on ''whim or caprice" and seemingly amateurish, rather than reflective 
of overall competence. 
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Irrationality is also evident in the discussions of uncertainty of the role of the committee (see 
pp. 149-154). Committee members themselves acted irrationally in response to proposals to 
conduct suicide-related research. In Chapter Seven on pages 169-170, evidence is provided 
in a spectrum of variables of responses from members, including from members of 
committees who were confident that asking about suicide was a requirement, whilst other 
members were concerned about their own committee's and other members' responses to 
suicide-related questions, identifying that raising the question may lead to a belief, that 
participation in a study may have led to another attempt, as stated by one member (p. 148). 
As presented in Chapter Two, there are the specific decision-making guidelines developed 
by the AHEC for ethics committees so committees can identify ethical problem areas and 
therefore provide solutions for applicants to address in order to gain approval, or to provide 
further justification for the non-approval of the application. A further purpose of the 
guidelines was to reduce the differences between decision-making of ethics committees, thus 
showing committees as rational and reducing the discretionary decision-making power of 
committees. 
The brief of ethics committees in Australia, according to the AHEC (NHMRC, 1999), is 
firstly to protect participants and secondly to facilitate research. However this research has 
identified that there are aspects of committee decision-making that are not rational as 
committees may make decisions based more on emotion, as identified in some of the cases 
of research and from the in-dept~ interviews, and which indicate members have been subject 
to the beliefs presented in myths relating to suicide. The response by researchers to this lack 
of rationality is to implement resistance strategies which are seen as annoying by the ethics 
committee members and the "only way to deal with the committees" by the researchers. In 
some cases, this includes avoiding ethics committees whenever possible. This does not 
necessarily mean carrying out research that is unethical, but at times, doing the sorts of 
research which do not require applications, or minimising the number of applications 
through a process of modifying research proposals. 
The modification of research designs in response to real or perceived concerns about or 
responses to ethics committees and resistance or avoidance of committees is an issue where 
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there is very scant literature. Resistance to, and removal from, the ethical process have been 
flagged as issues (Chalmers & Pettit, 1998). Resistance to ethical processes evident by 
researchers bypassing the imposition of ethical standards was found as a result of this 
research, thereby providing evidence not previously identified by Chalmers and Pettit 
(1998). Some researchers were resistant and did avoid where possible the processes of 
ethics approval but few researchers are in the position to do this. Only certain, high status 
researchers who have a proven track record and know the system intimately can manoeuvre 
around rather than outside the ethical processes by doing such things as applying to one 
ethics committee which they know has the ability or predisposition to give approval. 
Furthermore, as stated, researchers may become removed from the ethical process as they 
have no ownership of it and do not see it as being their business (Chalmers & Pettit, 1998). 
To some extent, this was found in this research. Avoidance of committee approval processes 
through undertaking quality assurance rather than 'research' was identified as an option. But 
it was also apparent that some researchers chose to be more involved in the review process, 
rather than being removed, and in this small sample, two researchers actively tried to 
influence the committee by becoming members of their ethics committee, thereby actively 
owning the process. 
Chalmers and Pettit (1998) outlined issues with the way ethics committees have evolved 
through the reactive development of human ethics, but note this is a speculative argument 
rather than identified directly from the literature. This research has uncovered several of 
t~ese issues which focus on ethics reviewers and also provides evidence which identifies the 
refusal of committees to pass ethical applications which raise difficult questions. This 
research has determined that researching suicide for some ethics committee members raises 
difficult questions. Although the NHMRC (1999) recognises problems associated with 
researching people who have a mental illness, much of the research on suicide that is 
problematic is not with populations who are classified as mentally ill but with so-called well 
or community populations. This raises the difficult problem or invokes the myth that asking 
about suicide may put the idea into the heads of those who were not contemplating suicide 
and thus lead to suicide. In this research, in some of the responses to applicants, committees 
were concerned about asking about suicide. It was also evident in the outcomes of 
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deliberations of the ethics committees, where the committee seemed to have made its 
decision about the suicide-related research based on beliefs in myths about suicide. 
In this study, committees did not seem to use any set ethics related criteria in order to make 
decisions about some of the studies reported by researchers. Their decisions were based on 
emotions, and some committee members indicated they considered their opinion in reference 
to the likely response to the proposed research they imagined to be held by the elderly or 
their own mothers. Committees often blocked rather than gave potential participants the 
opportunity to refuse to participate. As one researcher described "There are more penalties 
for areas of commission than areas of omission. " (Telephone interview 8). It is easier for a 
committee to refuse to allow research to be undertaken as there are no penalties. If a 
committee approves research which goes wrong, then there are penalties applied. In a 
sensitive area like suicide, this may well work against important research progressing, and 
may serve as a warning to emergent researchers to steer clear of selecting the topic of suicide 
to research. 
Measures of Value of Findings and Limitations 
When this study was envisioned, assumptions were made about the numbers of potential 
participants for both researchers and ethics committees and their members, as described in 
Chapters Five A and Five B. In fact, participation by committees and members was low, 
with only one committee of the 55 contacted returning a completed committee composition 
survey as well as the three suicide-related research proposals. Interviews took place with 23 
then current and six past members, a response rate of2.6-3.5% and 2.7% respectively. 
Interviews with suicide researchers were also limited to 23 cases of suicide-related research 
with small numbers of research cases allocated to each typology of suicide-related research. 
These small numbers therefore limit the generalisability or fittingness (Miles & Huberman, 
1994) of findings regarding experiences of ethics committee members who review suicide-
related research, and of the findings related to suicide-related research carried out and is 
therefore a limitation of the study. 
The use of qualitative methodologies and a discussion supporting the findings presented in 
this thesis is offered. The literature review presented in Chapter Two included the influence 
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of positivism and identification of the impact of positivism on researchers who submit 
qualitative research proposals for funding or to ethics committees for review (Chapter Two, 
see pp. 43-46). The relationship between data collection and interpretation of results in 
quantitative and qualitative research methods contrast strongly: reductionistic versus holistic; 
objective versus subjective; quantitative database showing relationship among variables 
versus qualitative descriptions and contextual personal meanings; normative in that there is 
explanation of causal relationships versus interpretive, where insights into social and 
personal meanings are valued; controlled to test a hypothesis versus consensual 
interpretations; and prediction and control versus interaction and recognition of values 
(polgar & Thomas, 2000, p. 93). However, it is argued by Polgar and Thomas (2000, p. 94) 
that the relationship of the researcher to participants can actually give rise to more accurate 
data collection as humans are "more adaptable and multipurpose that even very sophisticated 
machinery ... ". 
Standards for judging the rigour of qualitative research findings includes an overall view of 
trustworthiness through reliability, authenticity (internal validity), and fittingness (external 
validity or transferability) (Miles & Huberman, 1994). Reliability was strengthened through 
the presentation of excerpts from transcripts of interviews with participants in the thesis 
(Liamputtong & Ezzy, 2006), and coding checks were supported through the review of de-
identified transcripts (Miles & Huberman, 1994) and support of thematic identification by 
the researcher's supervisor. In order to create authenticity from the limited numbers of 
researchers interviewed, in-depth interviews were undertaken to add context, meaningful or 
rich data (Denzin, 1989b; & Geertz, 1973, as cited Miles & Huberman, 1994) to the more 
sparse data of the cases of suicide-related research. Predictions from this study regarding 
suicide-related researchers may be limited, but provide a platform for further research in an 
area where there is limited research. 
Recommendations 
This research has identified that the conduct of suicide-related research has been influenced 
by ethics committees. In a few extreme cases, some researchers have found the processes so 
daunting that it has influenced future decisions to carry out suicide-related research. For 
other researchers, the ethics review process has influenced their suicide-related research in 
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such a way that they have negotiated a path of research where they are able to minimise 
exposure to the review process. Several researchers found ways to influence ethics 
committees through committee membership whilst others used mechanisms within their 
research proposals to limit the emphasis on suicide-specific questions. 
Researchers should take the opportunity to review published Australian suicide-related 
research to identify the features of the research which are more likely to be accepted (such as 
face-to-face research, addressing issues identified by the task force, and making provision 
for participants to contact existing suicide support mechanisms in the community). 
Researchers should also contact relevant research committees before submitting proposals in 
order to discuss the research proposal. Researchers who wish to undertake suicide-related 
research should persist in submitting proposals. There is no embargo on suicide-related 
research, nor are there specific guidelines for suicide-related research. Each committee 
develops its own mechanisms for dealing with proposals and accepted level of risk. It is 
difficult for any researcher to ascertain how a committee will respond to a suicide-related 
research proposal. 
Of those ethics committee members who had reviewed suicide-related research, there were 
few problems identified with suicide-related reviewed. Committees of clinically-based 
organisations were generally more aware of the need to. ask about suicide as they are aware 
of the need to routinely assess for the risk of suicide. Some ethics committees held the a 
priori assumption based upon a suicide myth that it was too risky to ask about suicide. Ethics 
committees should weigh up whether it is more risky to not ask about suicide than it is to ask 
about suicide, and ensure that there are contact details for existing support services identified 
in the research proposal for participants, such as Lifeline. Ethics committees need to work 
with researchers to enable the research to be carried out in a way that is acceptable to the 
researcher and the committee. If a proposal is refused, the committee must be quite clear 
about the reasons for refusal. A further recommendation relates to the workload of ethics 
committees. Committees need to regularly review workloads to ensure that the work-load is 
not onerous, and instigate appropriate measures to prevent this. 
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Conclusion 
The starting aim of this thesis was 'Do HRECs influence the conduct of suicide research in 
Australia, and if so, how?' The literature reviewed for this thesis covered a range of areas 
that contextualise and support the need for this research study. The literature review 
identified a need for suicide research from alternative, non-positivist research 
methodologies, and also of the need for clarification of associated terminology. It also 
suggested the pervasiveness of suicide-related myths, and the need to assess suicide-related 
risk. Positivism and medical dominance were discussed and critiqued. Finally, the evolution 
of the code of ethical conduct and the development of ethics committees were presented. 
Theoretical frameworks used aimed to examine critically with a gender lens, subjective 
meaning, the impact of power, authority and legitimacy, and rationality and irrationality in 
relation to bureaucracy. When looking back at the conceptual framework developed in 
Chapter Three, it can be seen that some assumptions have been supported by the findings, 
and some not. Some assumptions have been ambiguously supported given different findings 
from the committee surveys and interviews, from the suicide-researcher telephone interviews 
of cases of suicide-related research, and from the subsequent in-depth interviews with 
selected researchers. 
Committee Surveys and the Theoretical Framework 
The committee surveys on the composition of the ethics committees and the three suicide-
related scenarios which committees were asked to consider yielded little data in themselves. 
However, the process of compiling the list of committees, making contact with ethics 
committees and the replies from committees provided unexpected data. Exertion of power 
and authority, and irrationality were in evidence in the initial response from the 
representative of the AHEC which refused to provide locations and contact details of 
Australian ethics committees registered with it (see Appendix 1), and discussed from page 
93 of Chapter Five, supporting this perspective of the theoretical framework. The varied 
responses of ethics committees to my request for participation are indicative of irrationality 
of bureaucratic responses, also supporting the Framework. The refusal of some committees 
to participate in this research which appeared to come from the chair who was protecting the 
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rights of the committee (discussed on page 98) also supports the theoretical framework of 
irrationality and power and authority. 
Committee Member Interviews and the Theoretical Framework 
The findings from interviews with committee members supported much of the theoretical 
framework, except the issue of gender was not strongly identified. Firstly, it was evident 
within some committees that positivism and medical dominance feature strongly. This was 
apparentt in the more ready acceptance of quantitative research (page 137) and committee 
members' concerns about reviewing qualitative applications discussed on page 165. 
Furthermore, members identified the dominance exerted by members of the medical 
profession through the lauding of particular research proposals or methodologies and forcing 
through quantitative research (noted on page 166), and in their denigration of proposals that 
were from alternative, non-quantitative paradigms (page 166). The bias towards quantitative, 
positivist research evident in ethics committees has been identified as "normative" and 
"systemic" as posited and discussed in Chapter Three at page 70 by Fraser (1989, p. 8). 
However, there were individual committee members interviewed for this research who were 
advocating for non-positivist, qualitative research and who attempted to have their voices 
heard. Thus the feminist critique of the dominance of masculinist knowledge as positivist 
knowledge as a theoretical framework is supported in part by findings of this research. 
Researcher Telephone Case Studies and the Theoretical Framework 
It was evident from the brief telephone interviews with researchers who provided cases of 
suicide-related research, that some cases of suicide research were shaped, limited or 
prevented by committees. However, support for the theoretical framework for this section 
was ambiguous. Where researchers are part of the organisation, the perceived needs of the 
organisation to know more about itself appear to overcome any issues of power, of 
preventing research and in fact, the research is less shaped and limited if arising internally. 
Gender did not appear to be an issue for researchers who discussed a case or cases of 
suicide-related research, although those who reported cases where the research did not have 
ethics approval were more likely to be men (see Table 5.12 on page 109). Of all the cases of 
suicide-related research which were successful or conditional (see Table 5.12 on page 109), 
216 
these were more likely to be reported by women, and six cases were carried out by the 
researcher in the organisation where the researcher also worked. 
Researcher In-depth Interviews and the Theoretical Framework 
The in-depth interviews with researchers strongly supported the issue of power and 
paradigms discussed from page 183, and the theoretical framework, except that once again, 
gender was not an issue. The notion of power was identified and support for the framework 
evident in the section on page 180, Lack of Professional Autonomy and Respect for 
Researchers as researchers felt they were able to use their professional autonomy due to lack 
of recognition of their expertise. In particular, interdisciplinary power struggles were 
evident. A further issue that arose concerned the power of individuals and committees to 
limit or prevent research because of the ambiguity of who controls the research agenda on a 
particular topic or even a geographical region. Evidence of territoriality was demonstrated in 
extracts from a researcher on page 185, and the scope ofa committee's mandate for what 
communities they are able to give approval; and for research carried out in the community, 
indicated by the quotation on page 185. Irrationality was evident as research was made 
severely problematic because of preconceptions about responses to questions about suicide, 
discussed from page 173 under the heading, 'Myths About Suicide'. 
Subsidiary Questions 
The more focussed, subsidiary questions developed also support the theoretical framework. 
1. Is suicide research problematic for HRECs? 
Suicide-related research is problematic for ethics committees. In this research, researchers 
conducting investigation into suicide or suicidal behaviour identified that some committees' 
concerns with use of the word 'suicide' lead to asking researchers to use alternative words, 
such as 'emotion' (page 175) or 'depressed' (page 175) or to actually remove suicide-related 
questions from standardised questionnaires (pp. 176-177). Suicide-related research was 
prevented because of concerns that asking about suicide would somehow cause it to happen 
(pp. 176-179), thus supporting the theoretical framework of irrationality. Power 
relationships are evident as researchers have little recourse but to carry out the research as 
approved, and this may lead to research which although privately supported, may be 
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diminished in scope (page 176) or not able to be carried out, as in my own situation reported 
in the Exemplar Case, in Chapter Six. Power relationships are evident in researchers' 
reactions to a negative or delayed ethics committee decision through resistance strategies 
(pp. 187-1 89), obfuscation (pp. 189-193) and infiltration (pp. 193-194). 
2. Which issues regarding suicide research are the most problematic? 
The issues for committees which seem to be most problematic are those to do with 
community-based recruitment, especially with survey research that will not be carried out 
face-to-face and will be de-identified (pp. 146, 169). These protocols were also reported by 
researchers (pp. 174, 176, 183). A further issue for researchers was suicide-related research 
with young people recruited through schools (pp. 176, 189). Once again, the theoretical 
framework was supported in that it had predicted that such power relations would be found 
to be evident. 
3. What are the experiences o¥~pplicants from various disciplines who apply to HRECs to 
do suicide research? 
The responses derived from this study's sample population indicated that the review 
outcome of application from various disciplines is not determined by discipline and thus the 
theoretical framework is not supported, in that those from the medical profession are more 
likely to have applications approved. Researchers from a range of disciplines identified 
issues with committees including those from medicine. Three of the in-depth interviews 
discussed in Chapter Six were carried out with members of the medical profession who had 
consented to in-depth interviews and who wanted to discuss their experiences with ethics 
committees. It should be recalled that the cases of suicide-related research which were 
reported outside of the typology of suicide-related research not having ethics approval were 
more likely to be male, but those whose applications were approved or conditional were 
more likely to be women (see Table 5.12 on page 109). 
4. Is there evidence of patriarchal/medical dominance on HRECs? 
From the perspective of researchers who proposed to conduct research on suicide-related 
matters, there is no evidence of patriarchal/medical dominance on ethics committees in 
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regard to suicide-related research and therefore the Theoretical Framework is not supported 
in this case. However, there is evidence more generally from the comments made by 
researchers of patriarchy in committees, when committees used the yardstick of their 
mothers in order to assess the acceptability of an application (page 174) or, as for this 
research, where, at times, decisions were made on behalf of members by the chair (pp. 98-
99). The Theoretical Framework is supported by the experiences of some ethics committee 
members as patriarchy and medical dominance is asserted in some committees, as is seen in 
the section in Chapter Seven Power and Paradigms (discussed in the section commencing on 
page 165). 
This thesis has asked, 'Do ethics committees influence suicide research?' This research has 
revealed that in fact they do, by at times limiting and shaping the research, but the findings 
of this research indicate that the shaping does not appear to be on grounds of 
patriarchal/medical dominance. It was identified in this study, although based on a small 
sample, females in psychology are more likely to succeed, but men researching in this area 
are more likely to avoid or resist ethics committees. But researchers also attempt to shape or 
avoid committees in order to pursue research. This research supports. arguments that there is 
an uneasy relationship between committees and researchers. 
What has also been yielded from this study was the unexpected research finding that there is 
considerable difficulty exposing the processes of ethics committees to the researchers' gaze. 
Possible reasons for this are 
1. the immense workloads faced by committees; 
2. the tendency of chairs of ethics committees to gate-keep on behalf of members; and 
3. possibly a culture of limitation and risk management rather then a passionate pursuit 
of research and knowledge. 
The limitations on researching ethics committees appeared even stronger than limitations on 
researching suicide. Furthermore, there has been limited, recent Australian research into the 
nature of suicide research, and only moderate numbers of other suicide-related projects, 
surprising given the concerns of the community and the stated needs about the current 
problem. 
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The research revealed that there was an evolving process of rationalisation in the operations 
of committees as they attempted to refine and define areas of operation but that confusions 
and overlap persisted and processes in some cases have become so cumbersome that the 
ultimate application of reason created what researchers viewed as 'bureaucracy gone mad' or 
'unreason' . 
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P'~'chosi, A.~mptommic Some symptom. Command ~ ballucination~ to die 
:\I~,lical Statm ~o signllicant problem Acllte but .hOI1 rerm Chromc illn" ' /pain or Z 
iIlne" cata.trophic illne,~ ~ With,\rawa\ f"om oth .. r, None ·Mild . Moderate Withdrawn and 
i.ol.ted I E"p,· ..... 11 communication Wi.he. for bell' Ambi\"alent Refusing help 
P'~'chiah;c S.nic<, H istolT None. or good ourcome Ye,. some Yes. ,iewed as 'J) 
reS~IyariOllS neJ!ntive ~ Coping Strat .. gi~, Constl\lcti"e Marginal- .ome Demuctin - .elfhann 
deliberate ,elfhann and ri ~k tnkioJ! > SUPPol'rin Oth~ ... lhghly cOllOected. good Moderate Poor connectedness. 
(conn.ctedn@ss) relalionslup. exi't connectedness. few lack of "Ipportive 
relatlonslups relatiomhip!ou1y 
hostile relntionWio. 
• 
• 
• 
PI •• ". continuo on .. pag@. • 
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-2, OWl'alllewl of .-isk & )Ianagement strategies 
o ~one: - no risk fadOl's identified 
I] Routine clinical care. SRA to 0 .. completed at least at !<"am re-.-,ew ! d!~cbarg<" 
o Lo, ... : - majority of J"isk factors rat('r1low, OR midrlal int('nt factol'S rat.d low 
o Routine clinical care. 
I] (r1St' management plan di~Cl1SS<"d with patient and on PL\1S. SRA to be completed at least at team 
reYleW di~chanle_ 
o ~Ioderat.: - majority of factoJ'S I·at('d mOllerate A .. "\l)!OR suicide intent factors rat('d no hillhel' than 
mOllerate 
I] Initiate!optimise treatment of auy psych disorder. 
o (on sider anxiol~'IIC medication if appropriate 
o ~otify cOllullunity t<"anl for dos<" ol\lpatiellt follow up. 
I] Kotif)" supportive other to ~tay with the patiem 
o (risis management plan discussed with patient & on PIMS. SRA to be completed at lea~t at each 
coll!!llU!lit\' coutact 
o High: - some factoJ'S I'ated high •. -L"\l) 'OR some micide mtent facton rall-d high 
I] Initiateoptinuse treallueut of auy psych. disorder. 
o (ousider alL'tiolytic medication if appropriate 
[] (ou~ider iuteuslw commuuity ba sed Sllpport. 
I] (ousider supportive other to \lay with patient 
o (risis management plan di~cl1Ssed with patient & ou PNS. 
[] (ouSlder admi~.sion [0 the inpatieut llui!irecoJUlllend if necessarY 
I] Kotify ,'ppropriate Cons. Psych. to discuss m:u13gement. 
I] Inform Police'! Ambulancei( onullunity team of suspected high risk simanou in the COUlUlUuity. SRA to 
0<" completed at Ira)! at tilch COllUlIIUljty COlllaC! 
o Extreme: -majol"ity of factors rated high A~D allsuicille intent factol'S rated high 
I] (on,ider ~dmis5ion to the inpatieut uuit/recollUlleud if nece,sary. 
[] XotifJ' appropriate (ODS. Psych. to di,cuss managemem. 
o Inform PoliceiAmbulance!Colll1lluuity team of ,uspec[ed high ri~ sin18tiou in the community. ~ 
be completed at least at each conmlUwt\' contact. 
3, ClinirlllJl's COJllDlents: 
"Signahu·e . . .................. . . ... . .. ... ', . . ..... ' , . ... " ....... . ," , ... , . . ' .. .... , ... .. ........... , ' .... Desipation", . . .... " ... ....... . . . 
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, "2\"am(' (Print I .. ..... " .. .. .... ..... .. .. .. ... .. .. ........ ... .......... .. ....... ... ........ .... .. , .. ..... .. Date ..... . f .. .... ! ..... . L ;, __________________________________________________________________________________________ -' 
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Dear Jenny 
We are unable to supply you with the details you have requested as it is a 
breach of privacy to release information about HRECs that are registered with 
us. However, if you contact the larger hospitals and Universities and speak to 
their HREC Secretaries, they should be able to supply you with the information 
you're seeking. 
Yours sincerely 
Francoise 
AHEC Secretariat 
NHMRC 
"Jenny McGill" <j.mcgill@ballarat.edu.au> on 03/07/200112:04:29 
To: AHEC NHMRC@Health_gov_au 
cc: 
Subject: listing of all human Research Ethics Committees 
To whom it may concern 
My name is Jennifer Macgill. I am a PhD student at the University 
of Ballarat in the School of Behavioural and Social Sciences and 
Humanities. 
The Executive Officer of the IEC at the University, Sally Boyle 
suggested that I may be able to get the information I need from this 
email address. 
As part of my research I would like to contact a selection of 
Australian HRECs . Is it possible to get a list of all the HRECs and 
their Executive Officers from you? If not, who would be the most 
appropriate person I could contact that would enable me to do so? 
I appreciate your help in this matter and look forward to your reply. 
Jennifer Macgill 
Appendix 2 
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Plain Language Statement: Human Research Ethics Committees 
1. Project Title 
An investigation of ethical issues related to sLiicide research in Australia. 
2. Investigators 
2.1 Principal Investigator: Jennifer MacgiIJ 
2.2 Senior and Associated Investigators: Dr John McDonald 
Dr Barbara Place 
3. Explanation of Project 
My name is Jennifer Macgill and I am currently enrolled as a PhD student in 
the School of Behavioural and Social Sciences and Humanities at the University of 
Ballarat. 
The purpose of my research is to describe and explain the influences on the 
approval by Human Research Ethics Committees (HRECs) of suicide research in 
Australia. The aim is to identify the ethical concerns of HRECs and researchers 
regarding the conduct of suicide-related research. 
I appreciate that ethics committees usually have very full agendas and that 
members provide their time on a voluntary basis but would greatly value its and your 
tim.e to contribute to this research by reviewing the 3 brief proposals at your next full 
meeting. 
I would also appreciate if you could distribute the enclosed information to 
individual members of the ethics committee including yourself. I have also included 
four envelopes to be forwarded by the Administrative/Executive officer to the last 
four members to have retired from your HREC. 
Enclosed are 3 brief descriptions of actual or hypothetical proposed or 
completed suicide-related research which examine aspects of suicide or attempted 
suicide. In the boxes aligned with an ethical issue, indicate by a tick whether the 
ethical concern is relevant for that scenario and use the space provided to insert a 
brief explanation. There is also a section at the end of each propos.al to indicate 
whether the proposal would be approved, whether modification is needed before 
approval or whether the application would be rejected and the grounds for the 
decision indicated. 
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As well as the 3 brief proposals, there are also some questions about the 
makeup of the HREC, and the types of research proposals reviewed by the 
Committee. This section should take a few minutes to fill out. 
.. 
If you would like to contribute to this research, your consent will be given by 
the return of the completed forms in the addressed envelope. 
I would appreciate your participation in this research. If we are able to identify 
how suicide research in Australia may be influenced through the ethics process 
through identification of issues, applications to HRECs will be expedited. This 
research will also identify whether some types of research have been problematic 
for HRECS: an issue recently identified by the NHMRC. 
Any questions regarding this project can be directed to me at the University 
of Ballarat on (03) 5327 9664, or at j.macgill@ballarat.edu.au 
Should you have any concerns about the conduct of this research 
project, please contact the Executive Officer, Human Research Ethics 
Committee, Scholarship and Educational Development Services Branch, 
University of Ballarat, PO Box 663, Mt Helen VIC 3353. 
Telephone: (03) 5327 9765. 
Yours sincerely 
Jennifer Macgill 
227 
Appendix 4 
Information to be supplied about Human Research Ethics Committee 
Please fill out the following data (to be filled out by Chair or nominee) 
1. 
2. 
3. 
a. 
b. 
c. 
d. 
e. 
Type of institution 
Hospital 
University 
Departmental/Faculty HREC 
Other (eg community health centre) 
Specify 
Usual research applications Usually 
Drug trials D 
Other medical D 
Other pharmacological D 
Psychological D 
Social Sciences D 
Nursing D 
Education D 
Other D 
Specify 
Research approach Usually 
Quantitative (eg randomised 
clinical trials) D 
Qualitative (eg grounded theory) 0 
Critical (eg action research) 0 
Combined approaches 
(quant/qual) D 
Other 
Please describe: 
Please 0' 
D 
D 
D 
D 
Sometimes Rarely 
D D 
D D 
D D 
D D 
0 0 
D . D 
0 D 
0 D 
Sometimes Rarely 
0 0 
0 0 
0 0 
0 0 
4. Composition of Membership (please indicate chair with C) 
a. A laywoman not associated with the institution 0 
b. A layman not associated with the institution D 
c. Member with knowledge of and current experience 
in the areas of research regularly considered by HREC 
Circle Female Male 
ego Medical D F M 
Psychiatric 0 F M 
Pharmacological 0 F M 
Social Science 0 F M 
Psychological 0 F M 
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Epidemiological 0 F M 
Other 0 
Specify F M 
d. Member with knowledge of and current experience in the 
professional care, counselling or treatment of people 
ego Medical practitioner 0 F M 
Psychiatrist 0 F M 
Clinical psychologist 0 F · M 
Social Worker 0 F M 
Nurse 0 F M 
Other 0 F M 
Specify 
e. Minister of religion or similar 0 F M 
f. Lawyer 0 F M 
5. Additional membership Number Insert number 
eg Medical 0 FD MD 
Pharmacological 0 FD MD 
Social 0 FD MD 
Psychological 0 FD MD 
Epidemiological 0 FD MD 
Members of university council 0 FD MD 
Chair of research & higher degrees 0 FD MD 
committee 
Members of academic staff 0 FD MD 
A Head of School/Department/Faculty 0 FD MD 
Post-graduate student 0 FD MD 
Other 
Specify 0 FD MD 
Specify 0 FD MD 
Specify 0 FD MD 
Specify 0 FD MD 
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Proposal 1 
Applicant: Research by Professor from Psychology Department from a university. 
Research Location: Hospital independent of university. Will need hospital 
approval. 
Aim: He wishes to examine the perceptions of adolescent suicide attempters and 
their families. Focus is on the entire suicide experience from precipitation of event 
through to experiences after discharge. 
Participants: Adolescent suicide attempters between 13-16 who were 
subsequently hospitalised after their suicide attempt. One parent interviewed also. 
Recruitment: Adolescents who had attempted suicide and were subsequently 
hospitalised will be approached by the researcher the day after the presentation to 
the hospital. Researcher will have access to admission information. The parents 
also contacted to be able to give consent for interview which will be carried out at 
outpatient review 1 week after discharge. Consent signed by parent at time of 
interview (one week later). 
Method: Interviews of adolescents and parent respectively using questionnaires 
"Adolescent and Parent" questionnaires, and adolescent only for "Social Support 
Questionnaire', "Family Assessment Device", "Children's Depression Inventory". 
Analysis: Quantitative analysis. Divided into 2 groups: single or multiple attempters. 
Please tick yes or no to indicate ethical issue arising from proposal. 
Eg Consent under stress. "Consent process may contribute to already 
stressful event". . 
If more space is required, note number at end of this sheet and continue. 
Issue identified No JtJ Yes 
1. Confidentiality LI 0 
2. Anonymity o 
3. Coercion LI 
4. Consent under stress o 
5. Informed consent LI o 
6. Deception o o 
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7. Right to refuse consent 
8. Right to withdraw consent 
9. Invasion of privacy 
10. Vulnerable group needing special consideration 
11. Methodological issues 
12. Benefit to clients 
13. Risky interventions 
. 14. Contribution to knowledge 
15. Therapeutic outcome 
16. Undue risk to participants 
17. Other 
Approve 
Reject 
(Reasons) 
o 
D 
Approval with modifications 
(Specify) 
Appendix 5 
No ~ Yes 
o 0 
o o 
o o 
o o 
o o 
o o 
o o 
o o 
o o 
o D 
o 
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Proposal 2 
Applicant: A nurse academic undertaking post-graduate study at university. 
Research Location: Interview location to be determined by participants. 
Aim: She plans to undertake a phenomenological study aimed at increasing 
understanding of the experience of being admitted to a general hospital after a 
suicide attempt. 
PartiCipants: All adults (excluding those with major mental illness such as 
schizophrenia) who have been treated at an emergency department or 
subsequently been admitted to a general hospital after a suicide attempt. Interviews 
will take place at least twelve months after the suicide attempt. 
Recruitment: Contact made with community-based agencies. Information regarding 
the research left at agencies with staff. Staff at agencies will mention to those who 
have had the experience about the research if they see them and give researcher's 
contact number to enable contact to be made. 
Method: Semi-structured in-depth tape recorded interview regarding experience of 
being admitted to a general hospital after a suicide attempt. 
Analysis: Colaizzi's phenomenological approach to analysis of transcribed 
interview. 
Please tick yes or no to indicate ethical issue arsing from proposal 
If more space is required, note number at end of this sheet and continue. 
Issue identified 
1. Confidentiality 
No ~ Yes 
o 0 
2. Anonymity o o 
3. Coercion o o 
4. Consent under stress o o 
5. Informed consent o D 
6. Deception o D 
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7. Right to refuse consent 
8. Right to withdraw consent 
9. Invasion of privacy 
10. Vulnerable group needing special consideration 
11. Methodological issues 
12. Benefit to clients 
13. Risky interventions 
14. Contribution to knowledge 
15. Therapeutic outcome 
16. Undue risk to participants 
17. Other 
Approve D 
Reject D 
(Reasons) 
Approve with modifications D 
(Specify) 
Appendix 5 
No ~ Yes 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
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Proposal 3 
Applicant: Emergency department doctors 
Research Location: Emergency department. 
Aim: To determine the whereabouts and outcome (dead or alive) of all patients 
attending and treated at the emergency department over the previous 12 months for 
event identified as a suicide attempt. 
Participants: All adult patients attending and treated at the emergency department 
over the previous 12 months for event identified as a suicide attempt. 
Recruitment: Survey of hospital records over indicated period of time. 
Method: Telephone call made to telephone number recorded in medical records. 
Analysis: Descriptive statistics related to demographic data and whether person 
contacted or not, or still living or not. 
Please tick yes or no to indicate ethical issue arsing from proposal 
If more space is required, note number at end of this sheet and continue. 
Issue identified No Ii1 Yes 
1. Confidentiality o 0 
2. Anonymity o 0 
3. Coercion o 0 
4. Consent under stress o 0 
5. Informed consent o 0 
6. Deception o 0 
7. Right to refuse consent o 0 
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8. Right to withdraw consent 
9. Invasion of privacy 
10. Vulnerable group needing special consideration 
11. Methodological issues 
12. Benefit to clients 
13. Risky interventions 
14. Contribution to knowledge 
15. Therapeutic outcome 
16. Undue risk to participants 
17. Other 
Approve. D 
Reject D 
(Reasons) 
Approve with modifications 
(Specify) 
Appendix 5 
No ~ Yes 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D 
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Plain Language Statement: Present Members, Human Research Ethics 
Committee 
1. Project Title 
An investigation of ethical issues related to suicide research in Australia. 
2. Investigators 
2.1 Principal Investigator: Jennifer Macgill 
2.2 Senior and Associated Investigators: Dr John McDonald 
Dr Barbara Place 
3. Explanation of Project 
My name is Jennifer Macgill and I am currently enrolled as a PhD student in 
the School of Behavioural and Social Sciences and Humanities at the University of 
Ballarat. 
The purpose of my research is to describe and explain the influences on the 
approval of suicide research in Australia by Human Research Ethics Committees 
(HRECs). The aim is to identify the ethical concerns of HRECs and researchers 
regarding the conduct of suicide-related research. 
This letter has been forwarded to you via the Chair or Executive Officer of the 
HREC of which you are currently a member. As a present member of an HREC, I 
would be interested in interviewing you to find out about your experiences 
deliberating on ethics applications, but in particular, applications regarding research 
on suicide and attempted suicide. 
You will find enclosed 
• a list of the questions I am interested in having you answer; 
• a consent form which includes a section for you to provide information about 
how and when to contact you to organise the interview; 
• a return envelope. 
If you would like to contribute to this research, please fill out the demographic 
information, fill out the contact information and sign the consent form, then post both 
of these back to me in the reply-paid envelope. I will contact you when I receive 
this. 
If you do decide to participate, the interview could be carried out over the 
telephone or if you live in Victoria, in person. If you prefer to have a telephone 
interview, I will contact you at a time and place convenient for you: please indicate 
these on the enclosed consent form. If in person, this would be at a mutually 
agreeable time and place. In either case, the interview should be of up to an hour's 
duration. You will have seen the questions before the interview to help streamline 
the interview. I will record all your responses in writing. 
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This research should not pose any risk to you but if you do become 
uncomfortable during the course of the interview, it can be ceased until you feel 
more composed, or suspended if you wish. Remember, that you can withdraw as a 
participant at any stage and any information that you have provided will not be used 
if that is your wish. 
I would appreciate your participation in this research. If we are able to identify 
issues related to how suicide research in Australia may be influenced through the 
ethics process, applications to HRECs may be expedited. This research will also 
identify whether some types of research have been problematic for HRECS: an 
issue recently identified by the National Health & Medical Research Council. 
Any questions regarding this project can be directed to me at the University 
of Ballarat on (03) 5327 9664, or at j.macgill@ballarat.edu.au 
Or, should you have any concerns about the conduct of this research project, 
please contact the Executive Officer, Human Research Ethics Committee, 
Scholarship and Educational Development Services Branch, University of Ballarat, 
PO Box 663, Mt Helen VIC 3353. 
Telephone: (03) 5327 9765. 
Yours Sincerely 
Jennifer Macgill 
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1. 
UNIVERSITY OF BALLARA T 
INFORMED CONSENT 
Code number (if any) allocated to the participant 
Appendix 7 
2. Consent (fill out below) 
I. . . ... . .. .. . .... .. . ... ... . of .. . .. . . .. . 
hereby consent to participate as a subject in the above research study being carried out by 
Jennifer Macgill. 
The research program in which I am being asked to participate has been explained fully to me, 
verbally and in writing, and any matters on which I have sought information have been answered 
to my satisfaction. 
I understand that: 
all information I provide (including questionnaires) will be treated with the strictest confidence 
and data will be stored separately from any listing that includes my name and address 
aggregated results will be used for research purposes and may be reported in scientific and 
academic journals 
I am free to withdraw my consent at any time during the study in which event my participation 
in the research study will immediately cease and any information obtained from it will not be 
used. 
SIGNATURE: .... ..... .. .. . . ... .. .. . . ...... . . . . DATE: ... . .... ... . . 
Contact A vai/ability 
Day/Date: 
1: Time/s I 
------------------------------- '----------~---------
2: I --------------~---------------
3: I 
-------------------------------
Contact details (telephone) 
B/H: ( ) 
AlH: ( ) 
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1. 
2. 
Demographic data and questions for present/past member of HRECs 
Member Past 
Female 
D 
D 
Present 
Male 
D 
D 
3. Age group < 20 D 20-29 D 30-39 D 
40-49 D 50-59 D over 60 D 
4. Membership (If Chair also add (e» 
a. A laywoman not associated with the institution D 
b. A layman not associated with the institution D 
c. Member with knowledge of and current experience 
d. 
e. 
f. 
5. 
in the areas of research regularly considered by HREC 
ego Medical D 
Psychiatry D 
Pharmacological D 
Sociological D 
Psychological D 
Epidemiological D 
Other ' D 
Specify 
Member with knowledge of and current experience in the 
professional care, counselling or treatment of people 
ego Medical practitioner D 
Clinical psychologist 
Social Worker 
Nurse 
Other 
Specify 
Minister of religion or similar 
Lawyer 
Additional membership 
eg Medical 
Pharmacological 
Social Science 
Psychological 
Epidemiological 
Members of university council 
Chair of Research & Higher Degrees 
Committee 
Members of academic staff 
A Head of School/Department/Faculty 
Post graduate student 
Other 
Specify 
D 
D 
o 
o 
D 
D 
o 
o 
o 
D 
D 
D 
D 
o 
o 
o 
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6. 
7. 
Type of institution 
Hospital 
University 
Departmental/Faculty HREC 
Other (eg community health centre) 
Specify 
Circle years of membership 1 2 3 4 5 6 >6 
7a What year did you cease membership 
8. The following is a list of research methodologies. Which 
methodology/ies does your HREC deal with? 
Research methodology Most Least 
a. Quantitative (eg randomised 
clinical trials) 0 0 
b. Qualitative (eg grounded theory) 0 0 
c. Critical (eg action research) 0 0 
d. Combination (quant/qual) 0 0 
e. Amix 0 0 
f. Other 
Please describe: 
Questions for discussion 
o 
o 
o 
o 
8. What type of research applications do you deal with most frequently and 
least frequently? Eg drug trials, other medical, psychiatric, social 
science, etc .. 
9. Could you describe the usual process for making decisions about 
applications? 
10. Can you think of a particular case of suicide-related research that was 
problematic? 
11. What about a case that was not problematic? 
12. What were the differences between these applications? 
13. What were/are the issues of most concern for you regarding suicide research 
you have deliberated on? Eg research design?? 
14. Does the applicants credentials have a bearing on the outcome? 
15. What were/are the issues of most concern for you regarding your role on the 
HREC? 
16. Were/are you always able to express your point of view? 
17. Did/do you get a fair hearing? 
18. Did/does full and frank discussion take place? 
19. Are there any other issues you would like to discuss? 
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1. 
2. 
Demographic data and questions for present/past member of HRECs 
Member Past 
Female 
D 
D 
Present 
Male 
D 
D 
3. Age group < 20 D 20-29 D 30-39 D 
40-49 D 50-59 D over 60 D 
4. Membership (If Chair also add (C» 
a. A laywoman not associated with the institution D 
b. A layman not associated with the institution D 
c. Member with knowledge of and current experience 
d. 
e. 
f. 
5. 
in the areas of research regularly considered by HREC 
ego Medical D 
Psychiatry D 
Pharmacological D 
Sociological D 
Psychological D 
Epidemiological D 
Other D 
Specify 
Member with knowledge of and current experience in the 
professional care, counselling or treatment of people 
ego Medical practitioner 
Clinical psychologist 
Social Worker 
Nurse 
Other 
Specify 
Minister of religion or similar 
Lawyer 
Additional membership 
eg Medical 
Pharmacological 
Social Science 
Psychological 
Epidemiological 
Members of university council 
Chair of Research & Higher Degrees 
Committee 
Members of academic staff 
A Head of School/Department/Faculty 
Post graduate student 
Other 
Specify 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
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6. 
7. 
Type of institution 
Hospital 
University 
Departmental/Faculty HREC 
Other (eg community health centre) 
Specify 
Circle years of membership 1 2 3 4 5 6 >6 
7a What year did you cease membership 
8. The following is a list of research methodologies. Which 
methodology/ies does your HREC deal with? 
Research methodology Most Least 
a. Quantitative (eg randomised 
clinical trials) D D 
b. Qualitative (eg grounded theory) D D 
c. Critical (eg action research) D D 
d. Combination (quant/qual) D D 
e. Amix D D 
f. Other 
Please describe: 
Questions for discussion 
D 
D 
D 
D 
8. What type of research applications do you deal with most frequently and 
least frequently? Eg drug trials, other medical, psychiatric, social 
science, etc .. 
9. Could you describe the usual process for making decisions about 
applications? 
10. Can you think of a particular case of suicide-related research that was 
problematic? 
11. What about a case that was not problematic? 
12. What were the differences between these applications? 
13. What were/are the issues of most concern for you regarding suicide research 
you have deliberated on? Eg research design?? 
14. Does the applicants credentials have a bearing on the outcome? 
15. What were/are the issues of most concern for you regarding your role on the 
HREC? 
16. Were/are you always able to express your point of view? 
17. Did/do you get a fair hearing? 
18. Did/does full and frank discussion take place? 
19. Are there any other issues you would like to discuss? 
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To The Executive/Administrative Officer 
HREC 
To Whom It May Concern 
1. Project Title 
An investigation of ethical issues related to suicide research in Australia. 
2. Investigators 
2.1 Principal Investigator: Jennifer Macgill 
2.2 Senior and Associated Investigators: Dr John McDonald 
Dr Barbara Place 
3. Explanation of Project 
My name is Jennifer Macgill and I am currently enrolled as a PhD student in 
the School of Behavioural and Social Sciences and Humanities at the University of 
Ballarat. 
The purpose of my research is to describe and explain the influences on the 
approval by Human Research Ethics Committees (HRECs) of suicide research in 
Australia. The aim is to identify the ethical concerns of HRECs and researchers 
regarding the conduct of suicide-related research. 
I would greatly appreciate if you could forward the enclosed four envelopes to 
the last four members to have retired from your HREC. I have enclosed 4 labels as 
replacements. 
I apologise for any inconvenience and greatly appreciate your assistance 
with this matter. 
Any questions regarding this project can be directed to me at the University 
of Ballarat on (03) 5327 9664, or at j.macgill@ballarat.edu.au 
Should you have any concerns about the conduct of this research 
project, please contact the Executive Officer, Human Research Ethics 
Committee, Scholarship and Educational Development Services Branch, 
University of Ballarat, PO Box 663, Mt Helen VIC 3353. 
Telephone: (03) 5327 9765. 
Thank you. 
Yours sincerely 
Jennifer Ma"cgill 
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Information to be supplied about Human Research Ethics Committee 
Please fill out the following data (to be filled out by Chair or nominee) 
1. Type of institution 
Hospital 
University 
Departmental/Faculty HREC 
Other (eg community health centre) 
Specify 
Please 0' 
D 
D 
D 
D 
2. Usual research applications Usually Sometimes Rarely 
Drug trials D D D 
Other medical D D D 
Other pharmacological D D D 
Psychological D D 0 
Social Sciences D D D 
Nursing D D D 
Education D D D 
Other D D D 
Specify 
3. Research approach Usually Sometimes Rarely 
a. 
b. 
c. 
d. 
e. 
Quantitative (eg randomised 
clinical trials) 
Qualitative (eg grounded theory) 
Critical (eg action research) 
Combined approaches 
(quant/qual) 
Other 
Please describe: 
D D D 
D 0 0 
D D D 
D D D 
4. Composition of Membership (please indicate chair with C) 
a. A laywoman not associated with the institution D 
b. A layman not associated with the institution D 
c. Member with knowledge of and current experience 
in the areas of research regularly considered by HREC Circle 
Female Male 
ego Medical D F M 
Psychiatric D F M 
Pharmacological D F M 
Social Science D F M 
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Psychological D F M 
Epidemiological D F M 
Other 
SQecifv D F M 
d. Member with knowledge of and current experience in the 
professional care, counselling or treatment of people 
ego Medical practitioner D F M 
Psychiatrist D F M 
Clinical psychologist D F M 
Social Worker D F M 
Nurse D F M 
Other D F M 
SQecifv 
e. Minister of religion or similar D F M 
f. Lawyer D F M 
5. Additional membership Number Insert number 
eg Medical D FD MD 
Pharmacological 0 FD MD 
Social D FD MD 
Psychological 0 FD MD 
Epidemiological D FD MD 
Members of university council D FD MD 
Chair of research & higher degrees D FD MD 
committee 
Members of academic staff D FD MD 
A Head of School/Department/Faculty 0 FD MD 
Post-graduate student D FD MD 
Other 
SQeci~ D FD MD 
SQecifv D FD MD 
SQecifv D FD MD 
SQecifv D FD MD 
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Plain Language Statement: Past Members, Human Research Ethics 
Committee 
1. Project Title 
An investigation of ethical issues related to suicide research in Australia. 
2. Investigators 
2.1 Principal Investigator: Jennifer Macgill 
2.2 Senior and Associated Investigators: Dr John McDonald 
Dr Barbara Place 
3. Explanation of Project 
My name is Jennifer Macgill and I am currently enrolled as a PhD student in 
the School of Behavioural and Social Sciences and Humanities at the University of 
Ballarat. 
The purpose of my research is to describe and explain the influences on the 
approval of suicide research in Australia by Human Research Ethics Committees 
(HRECs). The aim is to identify the ethical concerns of HRECs and researchers 
regarding the conduct of suicide-related research. 
This letter has been forwarded to you via the Executive Officer of the HREC 
of which you are a former member. As a former member of em HREC, I would be 
interested in interviewing you to find out about your experiences deliberating on 
ethics applications, but in particular, applications regarding research on suicide and 
attempted suicide. 
You will find enclosed 
• a list of the questions I am interested in having you answer 
• a consent form which includes a section for you to provide information of how 
and when to contact you to organise the interview 
• a return envelope. 
If you would like to contribute to this research, please fill out the demographic 
information, fill out the contact information and sign the consent form, then post 
these back to me. I will contact you when I receive this. 
If you do decide to participate, the interview could be carried out over the 
telephone or if you live in Victoria, in person. If you prefer to have a telephone 
interview, I will contact you at a time and place convenient for you: please indicate 
these on the enclosed consent form. If in person, this would be at a mutually 
agreeable time and place. In either case, the interview should be of up to an hour's 
duration. You will have seen the questions before the interview to help streamline 
the interview. I will record all your responses in writing. 
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This research should not pose any risk to you but if you do become 
uncomfortable during the course of the interview, it can be ceased until you feel 
more composed, or suspended if you wish. Remember, that you can withdraw as a 
participant at any stage and any information that you have provided will not be used 
if that is your wish. 
I would appreciate your participation in this research. If we are able to identify 
issues related to how suicide research in Australia may be influenced through the 
ethics process, applications to HRECs may be expedited. This research will also 
identify whether some types of research have been problematic for HRECS: an 
issue recently identified by the National Health & Medical Research Council. 
Any questions regarding this project can be directed to me at the University 
of Ballarat on (03) 5327 9664, or at j.macgill@ballarat.edu.au 
Or, should you have any concerns about the conduct of this research project, 
please contact the Executive Officer, Human Research Ethics Committee, 
Scholarship and Educational Development Services Branch, University of Ballarat, 
PO Box 663, Mt Helen VIC 3353. 
Telephone: (03) 5327 9765. 
Yours sincerely 
Jennifer Macgill 
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Plain Language Statement: Past Members, Human Research Ethics 
Committee 
1. Project Title 
An investigation of ethical issues related to suicide research in Australia. 
2. Investigators . 
2.1 Principal Investigator: Jennifer Macgill 
2.2 Senior and Associated Investigators: Dr John McDonald 
Dr Barbara Place 
3. Explanation of Project 
My name is Jennifer Macgill and I am currently enrolled as a PhD student in 
the School of Behavioural and Social Sciences and Humanities at the University of 
Ballarat. 
The purpose of my research is to describe and explain the influences on the 
approval of suicide research in Australia by Human Research Ethics Committees 
(HRECs). The aim is to identify the ethical concerns of HRECs and researchers 
regarding the conduct of suicide-related research. 
This letter has been forwarded to you via the Executive Officer of the HREC 
of which you are a former member. As a former member of an HREC, I would be 
interested in interviewing you to find out about your experiences deliberating on 
ethics applications, but in particular, applications regarding research on suicide and 
attempted suicide. 
You will find enclosed 
• a list of the questions I am interested in having you answer 
• a consent form which includes a section for you to provide information of how 
and when to contact you to organise the interview 
• a return envelope. 
If you would like to contribute to this research, please fill out the demographic 
information, fill out the contact information and sign the consent form, then post 
these back to me. I will contact you when I receive this. 
If you do decide to participate, the interview could be carried out over the 
telephone or if you live in Victoria, in person. If you prefer to have a telephone 
interview, I will contact you at a time and place convenient for you: please indicate 
these on the enclosed consent form. If in person, this would be at a mutually 
agreeable time and place. In either case, the interview should be of up to an hour's 
duration. You will have seen the questions before the interview to help streamline 
the interview. I will record all your responses in writing. 
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This research should not pose any risk to you but if you do become 
uncomfortable during the course of the interview, it can be ceased until you feel 
more composed, or suspended if you wish. Remember, that you can withdraw as a 
participant at any stage and any information that you have provided will not be used 
if that is your wish. 
I would appreciate your participation in this research. If we are able to identify 
issues related to how suicide research in Australia may be influenced through the 
ethics process, applications to HRECs may be expedited. This research will also 
identify whether some types of research have been problematic for HRECS: an 
issue recently identified by the National Health & Medical Research Council. 
Any questions regarding this project can be directed to me at the University 
of Ballarat on (03) 5327 9664, or at j.macgill@ballarat.edu.au 
Or, should you have any concerns about the conduct of this research project, 
please contact the Executive Officer, Human Research Ethics Committee, 
Scholarship and Educational Development Services Branch, University of Ballarat, 
PO Box 663, Mt Helen VIC 3353. 
Telephone: (03) 5327 9765. 
Yours sincerely 
Jennifer Macgill 
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UNIVERSITY OF BALLARAT 
INFORMED CONSENT 
Code number (if any) allocated to the participant 
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5. Consent (fill out below) 
I. . .. ................. . ......... . .. . .. . .... . . .. of ..... . .. . . 
hereby consent to participate as a subject in the above research study being carried out by 
Jennifer Macgill. 
The research program in which I am being asked to participate has been explained fully to me, 
verbally and in writing, and any matters on which I have sought information have been answered 
to my satisfaction. 
I understand that: 
all information I provide (including questionnaires) will be treated with the strictest confidence 
and data will be stored separately from any listing that includes my name and address 
aggregated results will be used for research purposes and may be reported in scientific and 
academic journals 
I am free to withdraw my consent at any time during the study in which event my partiCipation 
in the research study will immediately cease and any information obtained from it will not be 
used. 
SIGNATURE: . ........... . ... . .. . ............. . DATE: ............ . 
Contact Availability 
Day/Date: 
1: Time/s / 
------------------------------- ----------~---------
2: / 
-------------------------------
3: / 
-------------------------------
Contact details (telephone) 
B/H: ( ) 
AlH: ( ) 
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Demographic data and questions for present/past member of HRECs 
1. 
2. 
Member Past 
Female 
o 
o 
Present 
Male 
o 
o 
3. Age group < 20 0 20-29 0 30-39 0 
40-49 0 50-59 0 over 60 0 
4. Membership (If Chair also add (C» 
a. A laywoman not associated with the institution 0 
b. A layman not associated with the institution 0 
c. Member with knowledge of and current experience 
in the areas of research regularly considered by HREC 
ego Medical 0 
Psychiatry 0 
Pharmacological 0 
Sociological 0 
Psychological 0 
Epidemiological 0 
Other 0 
Specify 
d. Member with knowledge of and current experience in the 
professional care, counselling or treatment of people 
ego Medical practitioner 0 
Clinical psychologist 0 
Social Worker 0 
Nurse 0 
Other 0 
Specify 
e. Minister of religion or similar 0 
f. Lawyer 0 
5. Additional membership 
eg Medical 0 
Pharmacological 0 
Social Science 0 
Psychological 0 
Epidemiological r::J 
Members of university council r::J 
Chair of Research & Higher Degrees r::J 
Committee 
Members of academic staff r::J 
A Head of School/Department/Faculty [J 
Post graduate student 
Other [J 
Specify 
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6. 
7. 
Type of institution 
Hospital 
University 
Departmental/Faculty HREC 
Other (eg community health centre) 
Specify 
Circle years of membership 1 2 3 4 5 6 >6 
7a What year did you cease membership 
8. The following is a list of research methodologies. Which 
methodology/ies does your HREC deal with? 
Research methodology Most Least 
a. Quantitative (eg randomised 
clinical trials) 0 0 
b. Qualitative (eg grounded theory) 0 0 
c. Critical (eg action research) 0 0 
d. Combination (quant/qual) 0 0 
e. A mix 0 0 
f. Other 
Please describe: 
Questions for discussion 
Appendix 12 
Cl 
o 
o 
o 
8. What type of research applications do you deal with most frequently and least 
frequently? Eg drug trials, other medical, psychiatric, social science, 
etc .. 
9. Could you describe the usual process for making decisions about 
applications? 
10. Can you think of a particular case of suicide-related research that was 
problematic? 
11. What about a case that was not problematic? 
12. What were the differences between these applications? 
13. What were/are the issues of most concern for you regarding suicide research 
you have deliberated on? Eg research design?? 
14. Does the applicants credentials have a bearing on the outcome? 
15. What were/are the issues of most concern for you regarding your role on the 
HREC? 
16. Were/are you always able to express your point of view? 
17. Did/do you get a fair hearing? 
18. Did/does full and frank discussion take place? 
19. Are there any other issues you would like to discuss? 
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Plain Language Statement: Researcher 
1. Project Title 
An investigation of ethical issues related to suicide research in Australia. 
2. Investigators 
2.1 Principal Investigator: Jennifer Macgill 
2.2 Senior and Associated Investigators: Dr John McDonald 
Dr Barbara Place 
3. Explanation of Project 
My name is Jennifer Macgill and I am currently enrolled as a PhD student in the 
School of Behavioural and Social Sciences and Humanities at the University of 
Ballarat. 
The purpose of my research is to describe and explain the influences on the 
approval by Human Research Ethics Committees (HRECs) of suicide research in 
Australia. The aim is to identify the ethical concerns of HRECs and researchers 
regarding the conduct of suicide-related research. 
I have identified you as a person who has an interest in research which 
focuses on suicide or attempted suicide but who mayor may not have carried out 
research or published in this field. Or, you may have carried out psychological, 
social or other research which may have included questions related to suicide or 
attempted suicide. If you have published, then I may have identified you from a 
publication as a possible participant in my research. 
Should you wish to participate, I would be very interested to find out about 
your suicide research endeavour/so That is, to explore an example or a case of 
suicide research which you may have carried out or may wish to carry out. The 
information I am seeking includes such things as how you derived your research 
interest in suicide or attempted suicide, the ethics approval process and outcomes. 
As part of the study, I would like your permission to include information from your 
ethics application and any response from the reviewing ethics committee. 
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You will find enclosed 
• a consent form. Please contact me so I can answer any questions before signing 
the form. I have enclosed an email address as well as a telephone number. Also, 
please identify dates, times and contact details to enable me to contact you to 
organise the interview 
• a list of the questions I am interested in having you answer, and 
• a return envelope 
If you would like to contribute to this research, please sign the consent form, fill 
out the contact information and post it back to me in the envelope provided. 
If you do decide to participate, I would be conducting the interview over the 
telephone by contacting you at a time and place when it would be convenient. If you 
live in Victoria, then the interview could be conducted in person also at a time and 
place convenient to you, or by telephone. The interview should be of about an 
hour's duration. You will have the questions before the interview to help streamline 
the interview as you will have had time to consider the questions. 
This research should not pose any risk to you but if you do become 
uncomfortable during the course of the interview, it can be ceased until you feel 
more composed, or suspended if you wish. Remember, that you can withdraw as a 
participant at any stage and any information that you have provided will not be used 
if that is your wish. 
I would appreciate your participation in this research. If we are able to identify 
issues related to how suicide research in Australia may be influenced through the 
ethics process, applications to HRECs may be expedited. This research will also 
identify whether some types of research have been problematic for HRECs: an 
issue recently identified by the National Health & Medical Research Council. 
Any questions regarding this project can be directed to me at the University 
of Ballarat on (03) 5327 9664, or at j.macgill@ballarat.edu.au 
Or, should you have any concerns about the conduct of this research project, 
please contact the Executive Officer, Human Research Ethics Committee, 
Scholarship and Educational Development Services Branch, University of Ballarat, 
PO Box 663, Mt Helen VIC 3353. 
Telephone: (03) 5327 9765. 
Yours sincerely 
Jennifer Macgill 
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4. 
UNIVERSITY OF BALLARAT 
INFORMED CONSENT 
Code number (if any) allocated to the participant 
Appendix 14 
5. Consent (fill out below) 
I. ................... . .............. . .......... of .. . .. .. .. . 
hereby consent to participate as a subject in the above research study being carried out by 
Jennifer Macgill. 
The research program in which I am being asked to participate has been explained fully to me, 
verbally and in writing, and any matters on which I have sought information have been answered 
to my satisfaction. 
I understand that: 
all information I provide (including questionnaires) will be treated with the strictest confidence 
and data will be stored separately from any listing that includes my name and address 
aggregated results will be used for research purposes and may be reported in scientific and 
academic journals 
I am free to withdraw my consent at any time during the study in which event my participation 
in the research study will immediately cease and any information obtained from it will not be 
used. 
SiGNATURE: ... . ....... . ... . .............. . .. . DATE: .. . ... . ... .. . 
Contact Availability 
Day/Date: 
1: Time/s / 
------------------------------ ----------~---------
2: / 
------------------------------
3: / 
-------------------------------
Contact details (telephone) 
B/H: ( ) 
AlH: ( ) 
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3. 
4. 
5. 
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Demographic data and questions for researchers 
Female 0 Male 0 
Age group < 20 0 20-29 0 
40-49 0 50-59 0 
over 65 0 
Discipline 
Education 0 
Health 0 
Medicine 0 
Psychiatry 0 
Nursing 0 
Psychology 0 
Social Science 0 
Theology 0 
Epidemiology 0 
Other 0 
Specify 
Institutional affiliation 
a. University 0 
b. Hospital 0 
c. Other 0 
Specify 
Methodology of research used to study suicide 
a. 
b. 
c. 
d. 
Quantitative (eg randomised clinical trials) 
Specify 
Qualitative (eg grounded theory) 
Specify 
Critical (eg action research) 
Specify 
Combined approaches 
Specify 
30-39 0 
60-65 0 
0 
o 
o 
o 
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6. Time of research endeavourls 
a. Pre 1989 0 
b. 1990-92 0 
c. 1993-94 0 
d. 1995-96 0 
e. 1997-98 0 
f. 1999-00 0 
g. 2001 0 
7. Experience of researcher in suicide research Frequency 
a. Known contribution 0 0 
b. Previous publication in area 0 0 
c. Research but no publication 0 0 
d. No track record, first time 0 0 
e. Interested in suicide research 
but never attempted 0 
Reason 
8. Academic or clinical status at time of research endeavour 
Eg post-doctoral research 
Specify 
9. Recruitment of participants 
a. University 
b. Hospital 
c. Clinic 
d. Community 
e. Other 
Specify 
10. Site of data collection 
a. University 
b. Hospital 
c. Clinic 
d. Community 
e. Other 
Specify 
11. Ethics approval required No 0 Yes o (go to 12) 
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12. Outcome of ethics application 
a. Approval without changes o 
o b. 
c. 
Approval with modifications 
b1. Issue/s identified eg recruitment 
Specify 
Response needed by applicant to HREC 
b2. Letter to notify HREC of changes made D 
b3. Resubmit application to Executive D 
b4. Resubmit to Full Committee D 
Resubmission requiring major modification 
Issue/s eg methodological 
Specify 
o 
c1. Resubmission made 
d. Advice sought by HREC of outside expert 
Yes D No 0 
Yes D No D 
d1. Outcome following advice 
Approved Yes D No D 
Comments 
e. Final outcome for researcher 
e1. Able to complete research Yes 0 No 
e2. Publication resulted Yes D No 
e3. Research unable to be completed D 
Comments 
e4. Researcher changed research focus Yes D No 
Comments 
Would you be willing to participate in a follow-up taped interview? Y 
Questions for researcher 
1. How did your interest in suicide research begin? 
0 
0 
0 
N 
2. What were the major ethical issues with your suicide research endeavour? 
a. With the application? b. Which arose in the research? 
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